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"[ HE National Cancer Institute of Canada has 

received requests from provincial Depart- 
ments of Health for an opinion as to the value 
of the ‘‘Papanicolaou technique’’ and _ its 
practical application to a cancer program. 
These requests have prompted the preparation 
of this report, which is based on the following: 


(a) A letter from Dr. William Boyd, University of 
Toronto, and an expression of his views published in the 
American Journal of Clinical Pathology, 19: 341, 1949. 

(b) A letter from Dr. G. Lyman Duff, McGill Uni- 
versity, which also includes a collection of some repre- 
sentative data concerning relative accuracy of cyto- 
logical techniques as compared with tissue biopsies. 
These data were compiled by Dr. Roderick C. Ross, work- 
ing in Dr. Duff’s department. 

(c) A letter from Dr. Max Klotz, Ottawa Civie Hos- 
pital, and an article by Dr. J. D. Hamilton and Dr. 
Klotz, which appeared in The Canadian Medical Asso- 
ciation Journal, 59: 42, 1948. 

(d) A letter from Dr. D. W. Penner, University of 
Manitoba, and the manuscript of an article since pub- 
lished by Dr. A. A. Earn and Dr. Penner, in the Canadian 
Medical Association Journal, 62: 344, 1950. 

(e) A brief survey of pertinent articles in the recent 
medical literature. 


The examination of smears of secretions 
stained by the technique of Papanicolaou is but 
one facet of cancer diagnosis by cytological 
methods, a procedure which is referred to in 
the current medical literature as exfoliative 
cytological diagnosis. It is unnecessary in this 
report to consider the historical background 
of our knowledge of this type of tumour diag- 
nosis, except to note that it has been used by 
pathologists since Liicke and Klebs, in 1867, 
reported the presence of tumour cells in exu- 
dates, and to state that the method did not 
achieve wide use until Papanicolaou and Traut 
published their monograph on the-Diagnosis of 
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Uterine Cancer by the Vaginal Smear in 1943. 
This was followed by much interest in cytologi- 
cal diagnosis, which has not been confined to 
the examination of vaginal smears. 


It has been realized that cytological methods 
ean be applied to the diagnosis of cancer of the 
lung, stomach, urinary tract, and metastatic 
eancer of the pleura and peritoneum. It has 
also been realized that Papanicolaou’s method 
of staining, applied to smears, is not the sole 
technique available for cytological examinaticn 
of material, although indeed, it is well suited 
to the examination of vaginal secretions. Many 
workers prefer to spin down sediment from 
secretions to be examined, embed in paraffin, 
and section as if it were a block of tissue. 
Another method, recently developed by Glad- 
stone, is that of ‘‘sponge biopsy’’. This con- 
sists of wiping a gelfoam sponge over the 
surface to be examined, thus picking up secre- ., 
tions, cells and tissue fragments, and sectioning 
and staining the sponge in routine fashion. So 
far as staining is concerned, many investi- 
gators, whether working with sediment, smears, 
or sponge biopsy, have found that hema- 
toxylin-eosin, or other routine stain, gives re- 
sults which are as satisfactory as those ob- 
tained by the use of Papanicolaou’s method. 


ACCURACY OF CYTOLOGICAL METHODS 


It would seem advisable to consider the ac- 
curacy of diagnosis by the various cytological 
techniques mentioned, under separate headings, 
depending on the material examined. 


Vaginal secretions. — The examination of 
vaginal secretions for tumour cells has, for the 
most part, been carried out by means of smear 
techniques. The findings of a few selected 
groups of investigators are listed in Table I. 
A centrifuge technique has also been recom- 
mended by Ayre and Dakin. In this, aspirated 
cervical secretions are delivered into a fixative 
and the spun sediment embedded in paraffin 
and sectioned. Sponge biopsy, while perhaps of 
value, has not yet been used extensively. 
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TABLE I, 
UTERUS 
Positive False positive False negative 
cytological cytological cytological 
Material examined diagnosis diagnosis diagnosis 
Hamilton 267 women examined, 43 were considered 60% 16.3% 40% 
and Klotz to be adequately investigated, 20 of these (12 cases) (7 cases) (8 cases) 
1947 were proved by autopsy or biopsy to have 
uterine cancer. 
Graham, 181 cases of proved epidermoid carcinoma 91% 9% 
Sturgis and of uterine cervix. 
McGraw, 1948 
Fremont-Smith, | 5,621 women examined, 113 proved to have | in endometrial in endometrial 
Graham and endometrial cancer, 354 proved to have | cancer 74.5% cancer 26.5% 
Meigs, 1948 cervical cancer. in cervical cancer in cervical cancer 
89.5% ; 10.5% 
Papanicolaou 124 women with gynecological symptoms, 90% Nil 10% 
1949 20 proved cases of uterine cancer. 
777 women referred by private physicians, 90.9% 0.4% 9.1% 
11 proved cases of uterine cancer. 
Earn and 545 women with gynecological symptoms, 23 cases 1 case 4 cases 
Penner, 1949 86 of these were reporting for follow-up after (post- 
radiation of carcinoma of uterine cervix. radiation) 


The Boston Conference, held by the American 
Cancer Society, in 1948, surveyed work from 15 
centres, including 22,760 cases. The false posi- 
tive diagnostic error in this group was 1.1% 
with a variation of 0.7 to 2.3%. The false nega- 
tive error was 11.6% with a variation of from 
0 to 30%. These figures presumably apply to 
uterine cancer generally, but it is well estab- 
lished that the smear method is more accurate 
in the diagnosis of cervical cancer than in endo- 
metrial cancer. Fremont-Smith and his co- 
workers report that in 285 cases of cervical 
eancer, 31 (10.9%), were missed by smear, while 
in 99 cases of endometrial cancer, the smear was 
reported as negative in 20 cases (20.4%). 


It may be pointed out that the final assess- 
ment of the correctness of diagnosis has gen- 
erally been based either on incontrovertible clini- 
eal evidence, or on conventional tissue biopsy. 
Although some cytologists apparently tend to 
make mental reservations in taking tissue diag- 
noses as final, such diagnoses are still generally 
accepted. While every pathologist will admit 
that tissue diagnoses are sometimes erroneous, 
this point of view seems the safest one. 


Any assessment of the accuracy of a method 
must take into consideration the training and 
experience of those using the method. In this 
regard the figures of Hamilton and Klotz are 
of great value. These workers undertook their 
study without preliminary training in vaginal 








cytology, other than reading the monograph of 
Papanicolaou and Traut, In 43 adequately in- 
vestigated cases, there were 20 proved cases of 
cancer, Examination of vaginal secretions re- 
sulted in correctly positive diagnosis in 12 cases 
(60%). There were false negative reports in 
8 eases (40%) and false positive reports in 7 
cases of the 43 followed (16.3%). They stress 
the need for special training in this type of diag- 
nosis. In this they are in agreement with Pen- 
ner, Lombard et al. and Scheffey and Rakoff. 
Some believe that a period of intensive training 
of from 4 to 12 months is necessary before a’ 
eytologist can be considered reliable. Others 
consider that a person well trained in histo- 
pathological diagnosis can become cytologically 
expert after a shorter period of training. 

It is evident that even in skilled hands ocea- 
sional false positive and a number of false nega- 
tive reports will be made. Hamilton and Klotz 
have iisted the reasons for false negative diag- 
noses as follows: (a) No malignant cells in the 
vaginal secretions when the smears are taken. 
(b) Few malignant cells in vaginal secretions, 
and these so diluted that they are not seen. 
(c) Malignant cells in certain tumours may 
differ very little from normal cells. (d) Malig- 
nant cells may degenerate rapidly when shed 
and hence be unrecognizable. 


They stress that a negative report means 
only that no malignant cells are found. It does 
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not mean that the patient does not have earci- 
noma of the uterus. 

The occurrence of false positive reports 
makes it imperative that the diagnosis be con- 
firmed by tissue biopsy before proceeding with 
treatment. The occurrence of a not-inconsider- 
able percentage of false negative reports in 
patients with proved uterine cancer, means 
that a negative smear is not a guarantee that 
the patient is free from malignant disease. 
Such a report must be considered against the 
clinical background of the case, and should not 
contra-indicate biopsy in suspicious eases. 

At this point the question of pre-invasive 
carcinoma of the cervix may be touched upon. 
It has been maintained that initial biopsy may 
fail to reveal carcinoma in very early eases, 


‘Aug. 1950; vol. 68 MAGNER: CyTOLOGICAL DIAGNOSIS 


105 


must not contra-indicate tissue biopsy in elini- 
cally suspicious cases. It appears that the 
vaginal smear examination will be used to its 
fullest advantage only when there has been de- 
veloped in the medical profession generally a 
nice appreciation of its value. As Klotz has 
stated, the vaginal smear has yet to find its 
level as far as its usefulness in cancer diagnosis 
is concerned. 

Bronchial secretions and sputum.—In the 
diagnosis of cancer of the lung, cytological 
methods have been applied to examination of 
bronchial secretions aspirated at bronchoscopy, 
and of sputum expectorated by the patient. 
Bronchial secretions and sputum are stated to 
be equally satisfactory as regards their yield 
of positive results. Seecretions give better 























TaBLe II, 
LuNGsS 
Positive False positive False negative 
cytological cytological cytological 
Material examined diagnosis diagnosis diagnosis 
Herbut and Bronchial secretions stained by Papanico- 82.4% 17.6% 
Clerf, 1946 laou technique in 57 proved cases of cancer (47 cases) (10 cases) 
of lung. 
McKay et al. Bronchial secretions stained by Papanico- 74% , 26% 
1948 laou technique in 170 cases, 54 of which were (40 cases) 3 cases (14 cases) 
proved cases of cancer of lung. 
Mathews Sputum, sectioned and stained with hema- 72.7% 27.3% 
1948 toxylin-eosin, from 88 patients, 33 of these (24 cases) 2 cases (9 cases) 
had proved cancer of lung. 
Richardson Bronchial secretions from 48 patients, 89.4% Nil 10.6% 
et al. sectioned and stained with hematoxylin- (17 cases) (2 cases) 
1949 eosin and orange G, 19 proved cases of 


carcinoma of lung. 





and that vaginal smear may give a correct 
diagnosis in a high proportion of such eases. 
There are conflicting views on this matter, but 
at present any tendency to equate ‘‘smear 
positive, biopsy negative’’ with pre-invasive 
cancer cannot be too strongly condemned, 
since, if followed, it will undoubtedly lead to 
large numbers of women being treated for 
cervical cancers which, in fact, they do not 
possess. 

In summary, it would seem that in approxi- 
mately 90% of cases of cancer of the uterine 
cervix, a correct diagnosis may be made by the 
cytological method, while in cancer of the 
endometrium, a correct diagnosis may be made 
in approximately 80% of cases. The vaginal 
smear, therefore, must be considered as a valu- 
able diagnostic aid. However, positive vaginal 
smear diagnosis must be confirmed by tissue 
biopsy, and negative vaginal smear reports 








localization of the lesion, while sputum is more 
easily obtained and repeated specimens may be 
examined. Both smear and section techniques 
have been applied with roughly comparable 
results. Sections of material, being more con- 
eentrated, may be more rapidly examined (5 
to 10 minutes). This is of value since Ross 
believes that with sputum at least four smears 
of each specimen should be examined and, 
especially in negative smears, this is a lengthy 
procedure, taking 30 to 90 minutes. 

The published figures of a few groups of 
investigators are given in Table II. It will be 
seen that the percentage of correctly positive 
results varied from 89 to 72%, certainly an 
encouragingly high degree of accuracy, espe- 
cially in view of the fact that in suspected cases 
of lung eancer it may be difficult or impossible 
to secure a tissue biopsy—e.g., in tumours of 
upper lobe bronchi, or when the patient is unfit 
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to undergo bronchoscopic examination because 
of age, general condition, cardiac disease, ete. 


The percentage of false positive diagnoses is 
low. This may, in part, be due to the cytologist 
being consciously or unconsciously influenced, 
when examining ‘‘difficult’’ material, by the 
fact that a major surgical operation may 
follow a positive diagnosis. 


Richardson et al., have published two sets of 
figures. It is their second set which is given 
in the table. This represents a group of cases 
in which the technique was standardized and 
directed by one person. In their first group, 
in which a much lower percentage (66%) of 
correct positives was obtained, the procedure 
was carried out by various members of the 
staff, with little standardization of technique. 
The marked difference in accuracy of diagnosis 
in the two groups is not surprising, in view of 
the fact that cytological diagnosis is a pro- 
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correctly diagnosed by cytological methods in 
a high percentage (over 70%) of cases. This 
fact is of special significance in view of the 
fact that, not infrequently, positive diagnosis 
of lung cancer may be hindered by the impos- 
sibility of obtaining tissue for histological 
study. Hence, cytological methods may prove 
extremely valuable in the diagnosis of lung 
cancer in suspected cases. 


Gastric washings—Cytological methods have 
been used in the examination of the sediment 
from gastric washings in suspected cases of 
cancer of the stomach. Smear and section tech- 
niques have been employed. The latter method 
is said to have certain advantages, 1.e., concen- 
tration of material and better preservation of 
cellular relationships. 


In Table III some of the results obtained by 
various groups of workers are shown. It will 
be seen that correct positive diagnosis were 

















TABLE III. 
SToMACH 
Positive False positive False negative 
cytological cytological cytological 
Material examined diagnosis diagnosis | . dtagnosis 
Fremont-Smith,| Smears of gastric sediment from 193 54% 46% 
Graham and patients were examined, 65 had gastric (35 cases) 3 cases (30 cases) 
Meigs, 1948 carcinoma. 
Richardson Gastric sediment from 235 patients was 48.1% 3.9% 51.9% 
et al. sectioned and stained by a modified Papani- (13 cases) (14 cases) 
1949 colaou technique, 27 proved cases of gastric 
carcinoma. 





cedure requiring skill, and any such procedure 
is carried out more efficiently when techniques 
are standardized and personnel specialized. It 
does, however, serve to emphasize the fact men- 
tioned above, that cytological diagnosis, in com- 
mon with any other type of diagnosis, requires 
personnel with training and experience. This, 
in the enthusiasm of the lay public and the 
medical profession, is sometimes forgotten. 


A question of considerable relevance to this 
report is: how often is the sputum from pa- 
tients with lung cancer found to be positive as 
the result of a single examination? Figures on 
this are not available, but Mathews states that, 
while it is frequently possible to confirm a 
clinical diagnosis in a day or two, it often is 
necessary to examine multiple specimens of 
sputum for tumour cells in suspicious cases. 


In summary, it may be stated that, ‘according 
to published figures, cancer of the lung may be 


made in 54 and 48% of cases in the series 
analyzed. Evidently the accuracy of cytologi- 
cal diagnosis in cancer of this site is not high. 


Urinary sediment and prostatic secretions.— 
Attempts have been made to use cytological 
methods in the diagnosis of cancer of the 
kidney, bladder and prostate. In suspected 
cancer of the former two sites, smears of urin- 
ary sediment have been examined, and, in sus- 
pected cases of prostatic cancer, prostatic 
secretions have been obtained by massage, and 
smears examined. Figures on the accuracy of 
the method are given in Table IV. 


Fluid from transudates and exudates.—The 
examination of smears or secretions of sedi- 
mented material from pleural or peritoneal 
fluids is not a new procedure in cases in which 
metastatic cancer of these surfaces is suspected. 
That a fair degree of accuracy is obtainable is 
indicated in Table V. 
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TABLE IV. 


KIDNEY, BLADDER AND PROSTATE 





Positive False positive False negative 
cytological cytological cytological 
Material examined diagnosis diagnosis diagnosis 
Fremont-Smith, | Smears of urinary sediment—no details as 71% 29% 
Graham and to numbers of cases. bladder 
Meigs, 1948 carcinoma 
50% 50% 
renal 
carcinoma 
| 42% 68% 
prostatic 
carcinoma 
Herbut Smears of prostatic secretions, stained by 81.8% 3 cases 18.2% 
1949 Papanicolaou technique, in 480 patients, (54 cases) (12 cases) 





66 cases of prostatic carcinoma. 


PRACTICAL APPLICATION OF EXFOLIATIVE 
CYTOLOGICAL TECHNIQUES TO A CANCER PROGRAM 


The term ‘‘cancer program’’ has been assumed 
in this report to imply a program designed to 
detect undiagnosed cancer in the population at 
large, and obviously would involve some type of 
mass survey or ‘‘screening test’’. It appears that 
in such a mass survey, cytological techniques 
could conceivably be applied to the examina- 
tion of vaginal secretions, sputum and urine, 
for cancer of the uterus, lung and urinary 
system. Each type of examination will be con- 
sidered separately. 

Use of the vaginal smear as a screening test.— 
Following the earlier work on the diagnosis of 
uterine cancer by means of vaginal smears, ef- 
forts have been made to evaluate its usefulness 
in the detection of symptomless utei. ne cancer. 
Such attempts would appear to be premature. 
Its applicability as a screening test awaits final 
evaluation, and the remarks which follow are 
necessarily made on a conjectural basis. Its 
accuracy, even if less than that indicated above, 


might certainly render it worthwhile. How- 
ever, accuracy is not the only heading under 
which such a project must be assessed. One 
must also consider cost, availability of skilled 
personnel, time occupied by the test, and the 
expected yield of symptomless cases of cancer. 
Particularly is it important to consider the 
yield against the financial outlay. It is difficult 
to make a close estimate of the cost of such an 
enterprise. Lombard et al., state that the cost 
per specimen varies according to the volume 
from $1.50 to $5.00. On this basis Earn and . 
Penner have ecaleulated that in Manitoba, 
where there are 136,000 women over the age of 
35 years, the cost of such a survey might vary 
from $204,000 to $680,000. They estimate that 
the survey would take one year and require 27 
cytological technicians under the supervision 
of at least one pathologist. In addition, there 
would be required administrative and technical 
staff, accommodation and equipment. 


It must be realized that a negative report on 
a vaginal smear merely indicates that the pa- 


TABLE V. 


PLEURA AND PERITONEUM 








Positive False positive False negative 
cytological cytological cytological 
Material examined diagnosis diagnosis diagnosis 
Saphir 175 pleural or peritoneal effusions. In 45 37 cases 1 case 2 cases 
the pleura or peritoneum was invaded by | (6 further cases 
carcinoma. had cancer pre- 
sent but diagno- 
sis was “‘doubt- 
ful’’). 
Taylor and 12 cases with proved malignant disease of 66% 33% 
Thompson pleura. (8 cases) (4 cases) 
12 cases with proved malignant disease of 100% Nil 
peritoneum. (12 cases) 
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tient showed no cytological evidence of uterine 
eancer on the day of examination, and is no 
guarantee that, at some later period, cancer 
will not develop. It is, therefore, obvious that 
periodic re-examination would be required. 
Consequently, anything in the nature of a mass 
survey would necessarily have to be perpetu- 
ally maintained. A possible danger is the in- 
duction in the patient, after one visit to a 
cancer detection clinic, of a false sense of 
security, leading to neglect of subsequently- 
appearing gynecological symptoms. 7 


It is possible that a survey program on a 
large scale would founder at the beginning due 
to the unavailability of skilled personnel. In 
view of the fact that it is considered that it will 
take from 4 to 12 months (depending on the 
aptitude of the trainee and the availability of 
suitable material) to gain proficiency in this 
type of diagnosis, it would seem that, at the 
very least, a preliminary step would necessarily 
be a training program, which, in itself, would 
be costly, difficult to organize and time-consum- 
ing. However, supposing that the difficulties 
regarding personnel could be overcome and 
that sufficient funds could be obtained, is a 
mass survey justifiable economically? The 
figures on the incidence of symptomless cancer 
are perhaps not too definitely established. 
However, Lombard and his co-workers found 
1 case of cancer in 200 to 500 symptomless 
women examined. Scheffey: and Rakoff en- 
countered 7 cases in 4,947 patients examined 
in a mass survey. It appears, therefore, that 
the yield would be small and the cost per case 
of cancer correspondingly high. 


One supposes that if the entire adult female 
population could be persuaded to present itself 
for vaginal smear examination at regular inter- 
vals, it might be possible to detect all cases of 
uterine cancer at a very early stage. However, 
even then, as has been indicated, it seems un- 
likely that the expenditure could be justified 
economically. Even on humanitarian grounds 
it would seem likely that the state could choose 
better ways to use funds available for public 
health purposes. 


For the above reasons, on the basis of the 
‘ information available at present, it would ap- 
pear that mass population screening for uterine 
cancer, using cytological methods, is impracti- 
eal in view of the difficulties involved in 


acquiring a sufficiency of trained personnel, 


the cost, and the comparatively low yield of 
symptomless cancer to be expected. 

Use of sputum examination as a screening 
test—On grounds of accuracy, it would seem 
that it might be worth-while to attempt to 
locate undiagnosed cases of lung cancer in the 
population, using cytological examination of 
sputum specimens as a screening test. How- 
ever, a difficulty that arises at once is the fact 
that examination of a single sputum specimen, 
even in cases of advanced lung cancer, may 
fail to reveal cancer cells. It would appear 
that in a high percentage of cases multiple 
specimens must be examined, and it is clear 
that it would be complicated and perhaps im- 
possible to set up a system for obtaining multi- 
ple specimens in a mass survey. 

A further factor that might make sputum 
examination unadaptable to screening tests is 
the time element. As stated above, Ross 
believes that 4 smears of each specimen should 
be examined—a lengthy procedure. Farber 
and his co-workers state that before a report is 
given, 3 to 5 smears should be made, from 
each of 5 daily specimens, and examined. Use 
of sectioned material, giving a more concen- 
trated specimen, would be less time-consuming, 
but would require more space, equipment and 
technical personnel. 

The same difficulties arise with regard to 
trained and experienced personnel as were 
indicated above in regard to vaginal smear 
diagnosis. It would appear that the cost 
would be equally high, and the expected yield 
of undiagnosed cases not sufficiently high to 
justify the cost. 

Use of urine sediment examination as a screen- 
ing test—The majority of the remarks made 
above, in relation to the examination of vaginal 
secretions and sputum for cancer cells in a 
mass survey, apply also to cytological examina- 
tion of the urine. There is a significant degree 
of accuracy in ‘the diagnosis of cancer of the 
kidney, bladder and prostate by this method, 
but it may be necessary to examine multiple 
specimens. Scarcity of personnel, high financial 
outlay, and low yield of symptomless cases are 
factors which render the method inapplicable 
to a cancer program. 


CONCLUSION 
Cytological techniques have been used in the 


diagnosis of cancer of the female genital tract, 
the lung, the stomach, the urinary tract, the 
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prostate, the peritoneum and the pleura, The 
degree of accuracy varies, depending on the 
site of the cancer, but in general is fairly high. 
_ This renders it necessary to consider cytologi- 
cal techniques as extremely valuable diagnostic 
aids. However, the occurrence of ‘‘false nega- 
tive’’ and ‘‘false positive’’ cytological reports, 
even under the best circumstances, indicates 
that cytological diagnosis should not replace 
tissue biopsy. 

Cytological techniques could conceivably be 
used as screening tests for cancer of the female 
genital tract, the lung and the urinary tract. 
Such services, to be of lasting value, would 
necessarily have to be maintained in perpetuo, 
and would involve frequent re-examination of 
all patients. It does not seem that such pro- 
cedures can be recommended because of the 
unavailability of a sufficiency of trained 
personnel, the high cost, and the relatively low 
yield of symptomless cases of cancer to be 
expected. 
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RESUME 


_L’auteur établit les données actuelles sur les tech- 
niques cytologiques dans le diagnostic du cancer. Il rap- 
porte les différents résultats obtenus aux Etats-Unis et 
au Canada avec ces techniques. Elles ont été employées 
dans les diagnostic du cancer des voies génitales chez 
la femme, du poumon, des voies urinaires, de la prostate, 
du péritoine et de la plévre. Le degré de précision varie 
avec le site du cancer mais en général est assez élevé. 
Ces techniques peuvent rendre d’énormes services; 
cependant le lait d’avoir obtenus des résults négatifs et 
positifs qui étaient faux indiquent que le diagnostic 
cytologique ne remplacera pas la biopsie tissulaire. On 
peut l1’employer dans le dépistage du cancer génital chez 
la femmeo ou dans celui des poumons et des voies 
urinaires. Pour que ce dépistage ait une valeur il devrait 
étre fait en permanence avec des examens fréquents. A 
cause du manque den personnel qualifié, du coiit pro- 
hibitif et du taux peu élevé de cancers asymptomatiques 
dépistés, on ne peut recommander une telle proposition. 

YvVES PREVOST 








PHYSIOLOGICAL FACTORS OF 
SIGNIFICANCE IN PADIATRIC 
ANZESTHESIA* 


C. R. Stephen, M.D.C.M., D.A. 
Montreal, Que. 


"THERE are some engaged in the practice of, 

medicine who may query whether an anes- 
thetist should discuss the significance of physi- 
ological reactions. To them no apology is of- 
fered, but rather the explanation that anes- 
thesia, during its growth into a specialty, has 
developed men who take a profound interest in 
the reactions of the individual undergoing 
surgery. No longer can one be content with 
rendering the patient immobile and providing 
sufficient relaxation for the surgeon to probe 
the hidden secrets of the abdominal cavity. 
Today the doctor who is studying anesthesia 
spends only a fraction of his time in becoming 
familiar with the technical aspects of how to 
pour ether, or what mixtures of gases will pro- 
duce narcosis. He broadens his outlook by 
going into the physiology of the respiratory, 
cardiovascular and autonomic nervous systems; 
he studies the biochemical alterations associ- 
ated with liver, kidney and adrenal dysfunc- 
tions; and he watches carefully the pharma- 


* From the Children’s Memorial Hospital and the De- 
partment of Anesthesia, McGill University, Montreal, 
Quebec. 

Presented at a meeting of the Montreal Medico- 
Chirurgical Society, February 17, 1950. 
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ecological effects manifested by the narcotic 
agents which he administers. It is his aim to 
maintain the patient at all times as close to the 
physiological normal as possible, and this in 
spite of exposure to noxious drugs, and the 
surgical trauma which may interfere with 
smoothly functioning mechanisms. By such 
means the anesthetist is decreasing the surgi- 
eal risk in the operating room, as well as lessen- 
ing the burden of responsibility assumed by 
the surgeon. 


Maintenance of physiological balance in 
infants and children presents problems of 
magnitude, because only small deviations from 
the normal can be withstood for any length of 
time. Let us consider for a moment the ques- 
tion of oxygen lack under anesthesia. Hypoxic 
states often develop in a most sinister and in- 
sidious manner. Once established, they may 
pick up momentum and rapidly cause irrepa- 
rable damage. One reason why anoxia is 
allowed to amplify itself is that there are few 
early objective signs to mark its progression. 


Tachycardia may appear early, but this may 


arise from several other causes, and is seldom 
conclusive evidence. Cyanosis is a relatively 
late and unreliable indication of oxygen lack. 
Experience with the oximeter! which records 
from moment to moment the arterial oxygen 
saturation, has shown that clinically-manifest 
cyanosis does not appear in the normal indi- 
vidual until the arterial saturation has fallen 
to 75 or 70%. In anemic patients cyanosis may 
not be apparent until much lower levels are 
reached. This instrument is of great value in 
demonstrating arterial oxygen lack at levels 
where clinical manifestations are absent. In 
this way it can be shown objectively that hy- 
poxia frequently develops during anesthetiza- 
tion of a child by the familiar open drop ether 
technique,? that it appears with relatively 
slight upper respiratory obstruction,’ or when 
the patient’s respirations are rapid and shal- 
low. It is easy to correct the causes of these 
types of anoxemia, but frequently their 
gradual onset has not been recognized, nor has 
their significance in the physiological picture 
been realized. 


This question of anoxia occurring under 
anesthesia is of prime importance because of 
the catastrophic changes it may initiate, not 
only in the cerebral cortex, but also in,the bio- 
chemistry of the blood and other tissues. One 
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would be remiss, therefore, if mention were not 
made of a significant reflex mechanism which 
is brought into play under such stress. It is 
now understood generally that hypoxia leads 
to a depression of function of the medullary 
respiratory centre. Respirations, however, are 
not depressed for some time because under 
such conditions there are strong reflex stimula- 
tions from the carotid body.* The activation of 
this reflex are may lead to a false sense of 
security, in that respirations may appear 
normal when actually the respiratory centre 
may be severely depressed. The presence of 
this carotid body reflex is easily demonstrated 
clinically if one allows an hypoxic child to take 
as little as two breaths of pure oxygen. Respi- 
rations stop because the carotid body stimulus 
ceases, while at the same time the respiratory 
centre is still depressed. Artificial respiration 
may be necessary before the respiratory centre 
is returned to normal function. 


Direct chemical stimulation of the respira- 
tory centre is epitomized in its reaction to 
earbon dioxide. The physiological responses 
of inhalation of this toxic agent, namely, tachy- 
cardia, tachypneea, elevation of blood pressure, 
unconsciousness and convulsions, are well 
known. Under anesthesia, though, some of 
these signs may be masked by the anesthetic 
agent or hypoxia, both of which depress the 
function of the respiratory centre. Thus the 
onset of carbon dioxide accumulation may not 
be readily discernible. In children, because of 
the small tidal volume, such accumulations are 
most. prone to occur, and their avoidance requires 
special precautions. The amount of dead space 
in the anesthetic circuit must be reduced to a 
minimum; and, if a closed carbon dioxide absorp- 
tion system is utilized, care must be exercised to 
prevent any exhaustion of the soda-lime. It 
may be necessary to change the containers as 
frequently as every ten minutes. Dead space 
can be reduced remarkably by employment of 
an endotracheal tube attached directly to the 
souree of the anesthetic agents instead of 
utilizing the more conventional face-mask. Re- 
breathing of exhaled air must be reduced by 
any means possible. One method is to employ 
a non-rebreathing valve which has the added 
value of having little resistance either to 
inspiration or expiration.’ It should be recog- 
nized further that the onset of shallow or 
inefficient respirations may lead to an increase 
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of carbon dioxide in the alveoli and blood 
stream. Only assistance of respiratory ex- 
change by the anesthetist will rectify the 
situation. 


On the operating room table, reflex neuro- 
genic stimuli created by the surgeon are being 
recognized and subjected to treatment or 
prophylaxis more frequently by the anesthetist. 
The traction reflex, resulting in laryngeal 
stridor or closure, is well-recognized, and may 
be prevented by prior insertion of an endo- 
tracheal tube. Stimulation of the eceliae plexus 
may result in hypotension and a marked nar- 
rowing of the pulse pressure. This can be 
corrected by administration of suitable drugs, 
or simply by proposing a cessation of the 
stimulus. The shock syndrome, in all its vast 
complexity of theories, offers problems of 
etiology which are often unsurmountable in 
our present lack of knowledge. However, the 
fog of ignorance is not quite as dense as it was 
ten years ago. The war casualties have taught 
that prophylactic administration of whole 
blood to prevent hemorrhagic shock is much 
more to the patient’s benefit than giving blood 
after the state of shock is an acknowledged 
fact. meet 

Thoracic surgery is prone to initiate potent 
and noxious cardiovascular reflexes. Severe 
disturbances in cardiac rhythm, and hence 
cardiac output and tissue oxygenation, may 
result from stimulation of rib periosteum, the 
hilum of the lung, the pericardium or the vagus 
nerve directly. Anesthetists are intimately 
concerned with methods of minimizing the 
severity of these reflexes. The administration 
of procaine, either topically or intravenously, 
has shown indications of being valuable in such 
circumstanees.© New drugs are constantly 
being evaluated in an effort to give complete 
protection against such phenomena. The solu- 
tion of problems such as these may lie in the 
not too distant future. 

An open chest provides the further challenge 
to the anesthetist of maintaining adequate 
oxygenation of the patient over a period of 
several hours in the face of altered pressure 
relationships. This can be done -properly only 
by assisting the patient’s respirations in some 
way, thus reversing the normal pressure find- 
ings in the thorax. Several methods are 
utilized to effect this oxygenation. The in- 
spiratory phase may be assisted or ‘‘compen- 
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sated’’, or voluntary efforts may be subjugated 
entirely, inspiration being controlled com- 
pletely by the anesthetist. Expiration is 
entirely passive. One must be extremely care- 
ful to avoid positive pressure during the ex- 
piratory phase, because this will greatly 
diminish the return flow of blood to the heart 
by the great veins and lead to diminished 
cardiae output. This complication can be 
demonstrated easily in the operating room, and 
leads to a fall in blood pressure and a tachy- 
cardia. It has been shown recently in dogs 
that the most efficacious method of assisting 
respirations is a ‘‘suck and blow’’ procedure 
which provides negative pressure during 
expiration. This mechanism is being given a 
trial in humans now, in the hope that it will 
cause less deviation from the physiological 
normal in such operations. 


The anesthetist in his work must be critically 
aware of the alteration in physiological fune- 
tions which not only anesthetic agents induce, 
but which other drugs may produce from the 
therapeutic viewpoint. To take a simple ex- 
ample, let us suppose that a child being anes- 
thetized with cyclopropane and oxygen develops 
a severe hypotension accompanied by a brady- 
cardia. Knowing that cyclopropane is a para~ 
sympathomimetic agent, and hence capable of 
potentiating vagal action, it is presumed that 
such a mechanism is acting on the cardiovascular 
system. In this instance, administration of a 
small dose of atropine intravenously will rectify 
the situation because of its antiparasympathetiec 
action. 


The limitations of the various narcotic agents 
must be assessed. One cannot employ vinethene, 
or vinyl ether, for periods longer than fifteen 
minutes, or patho-physiological changes are 
liable to occur in the liver. Trichlorethylene 
must be used with cireumspection because it is 
known to sensitize the Hering-Breuer reflex in 
certain instances, and as a result of the rapid, 
shallow respirations lead to hypoxia and rapid 
fatigue of the child. The tendency to acidosis 
which is an acompaniment of ethyl ether anes- 
thesia should be remembered and weighed in the 
balance when one is considering anesthesia for 
ill patients already suffering from a metabolic 
acidosis. The potent central respiratory depres- 
sant éffect exhibited by pentothal sodium must 
be recognized, and its injection cautioned against 
in any ease having upper respiratory obstruc- 
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tion or reduced vital capacity. The wisdom of 
employing curare in patients labelled ‘‘asthma- 
tics’? has been questioned in recent months. 
There is evidence to suggest that in such con- 
ditions there may be release of histamine with 
the production of severe bronchospasm. 


This brief outline has attempted to throw 
into relief the responsibilities which the anes- 
thetist assumes towards his patient today. In 
his choice of agents and techniques, he is think- 
ing of how he can best supply the requirements 
of the surgeon with as little physiological 
disturbance to the patient as possible. As the 
number of anesthetic agents has multiplied, 
the belief has emerged that by employing 
small amounts of several agents, each will act 
in its individual way to produce the total de- 
sired effect, and yet none will be used in suf- 
ficient dosage to produce untoward physiologi- 
eal upsets. This balanced anesthesia, as it is 
called, is lessening the hazard to the patient on 
the operating room table, and leading to 
smoother, more rapid postoperative recoveries. 


During the period of narcosis the anesthetist 
is on the alert constantly for the onset of aber- 
rations in the patient. To aid his clinical 
ability there are, among other aids, the blood 
pressure manometer, the electrocardiogram, and 
more recently the oximeter. These mechanical 
devices are most helpful, because a physiologi- 
eal alteration, let us say the development of 
severe hypotension, may be due to one of 
several causes. Any assistance towards the 
correct diagnosis is of benefit. 


The man at the head of the table is really a 
clinical partner in the workshop of physiology 
and pharmacology. In many ways he may be 
considered a liaison officer between the scien- 
tific approach to these basic sciences and their 
clinical interpretation and adaptation. There 
is still much to be learned and explained in 
these fields and much profit to be gained by a 
closer co-operation between the purely scien- 
tific and the purely clinical. The complexity 
of problems created by disturbances in delicate 
interlocking function within the human body 
can be unravelled in the future only by a more 
intimate exchange of ideas between the labora- 
tory and the clinic. In the meantime it may 
not be amiss to regard the anesthetist as the 
physiological guardian of the patient in the 
operating room. His work is aptly described 
by quoting the motto of the Canadian Anes- 


thetists’ Society ‘‘We Watch Closely Those 
Who Sleep’’. 
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RESUME 

L’anesthésiste ne peut plus se contenter de rendre le 
patient inconscient il doit étre au courant de la physi- 
ologie des systémes respiratoires, circulatoire, nerveux 
(sympathique), des changements biochimiques au niveau 
du foie, des reins de la surrénale. Son but est de 
maintenir le patient dans un équilibre physiologique 
constant malgré tous les médicaments administrés. Chez 
les enfants les problémes sont plus complexes. L’auteur 
étudie le manque d’oxigéne chez les enfants au ccurs 
de l’anesthésie et les problémes qui en découlent. La 
respiration n’est pas toujours déprimée & cause du 
réflexe carotidien. Une accumulation de CO, se produit 
trés facilement c’est pourquoi il est recommandé 
d’employer une soupape ne permettant pas de respirer 
l’air expiré. L’espace mort est diminué par 1’intubation. 
Il est plus important de prévenir le shock que de le 
combattre une fois qu’il est installé. La chirurgie 
thoracique souléve un foule de difficultés que 1’anesthé- 
siste est & méme de surmonter. L/’auteur termine en 
résumant les complications les plus fréquentes a la suite 
des anesthésiques employés chez les enfants. L’anesthé- 
siste est le gardien physiologique du patient 4 la salle 
d’opération. Yves Prevost 


PRIMARY OR IDIOPATHIC PLEURISY 
WITH EFFUSION* 


W. A. Oille, M.D., F.R.C.P.[C.] 
Toronto, Ont. 


HIS presentation deals with the clinical and 
laboratory observations on 78 cases of pri- 
mary pleurisy with effusion, occurring in 
soldiers admitted to the 15th Canadian General 
Hospital in England, June, 1940 to June, 1943; 
together with the clinical follow-up of these 
patients to August, 1948. 


Because of wide differences of opinion as 
recorded in the literature, regarding the patho- 
genesis and prognosis of idiopathic pleurisy with 
effusion, this afforded an excellent opportunity 
to study a group of such eases. Full clinical 
details were compiled at the time and records 
kept that enabled one to follow this group 
through the Department of Veterans’ Affairs for 
the ensuing five to eight years. 


* Presented at Ottawa, Canada, November 26, 1948, 
before The Royal College of Physicians and Surgeons 
of Canada. 
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The 


diagnosis of primary or idiopathic 
pleurisy with a clear effusion can only be made 
when adequate history, clinical and laboratory 
examinations, and radiological investigation ex- 
elude any underlying parenchymal lung dis- 
ease. Table I summarizes the cases of clear 
pleural effusions of all types seen in No. 15 
C.G.H. during the period of this study. 


TABLE I. 


CLEAR PLEURAL Errusions ALL TypEs 








INI Soh 6600s oes tne phe hesenei es ceee 78 
en ib haiti hee Ree adeaawen 16 
Subdiaphragmatic infection....................05- 12 
Polmnomaty CUDeTOWOGs.... . 6 occ sceccccnceccces 11 
ey TIS 5 5 ks bs ha hasAnccceeensxces 4 
OE I oth oe nse dd heb bane casebasewe 3 
Ns 04 S696 deh eK iaa oN es Keanneeaeenes 2 


Spontaneous pneumothorax 


All 78 cases denied any pre-existing symp- 
toms suggestive of tuberculosis. The chest 
x-ray had been normal on enlistment, three to 
thirty months prior to the onset of pleural 
symptoms, and on reviewing these enlistment 
films I would confirm the negative report. Care 
was taken not to include any case with demon- 
strable tuberculous infection of the lung 
parenchyma. Repeated examinations of spu- 
tum and gastric washings by Ziehl-Neelsen 
stained smears and culture on Lowenstein’s 
media were negative in all cases. Table II 
indicates the incidence of primary pleurisy in 
comparison with the other types of tuberculo- 
sis admitted to No. 15 C.G.H. during this 
period. 


TABLE II. 


TUBERCULOSIS ALL ForMsS 


be TTT Tee eee 100 
Active parenchymal................ 71 
Parenchymal with effusion.......... 11 
CI icckbcsdweekbsieases vue 15 
a 6 ccc SE SDR ee eeA ees 3 

Primary pleurisy with effusion.................... 78 

I  hcik cs kn 6's oe EMEA Oe Ae 10 

NR ih) coed ua vibes vee ndeeokes sakes 7 

rte cc ais wae da nana doe a anda hoe ees 3 

BE i ceendeeeeeieusadpawusaees 198 


This series of pleurisy with effusion may be 
divided into two groups: 40 having positive 
pleural fluid cultures for tubercle bacilli, and 
38 having negative pleural fluid cultures. The 
history of illness was essentially the same in 
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both groups. Pleural pain was predominant in 
90% of cases and was associated in half the 
group with dyspneea of some degree. Cough 
was a minor complaint in 80% and was pro- 
ductive of no sputum or very scant clear mucus 
in all but 15%, which had a small amount of 
mucopurulent sputum: 12% of cases in both 
groups began abruptly with a true rigour ; 12% 
of both groups had a non-pleural type of chest 
pain which was steady, dull, aching in charac- 
ter, and in a few instances very severe. All 
cases had to some degree constitutional symp- 
toms of infection: malaise, anorexia, nausea, 
sweating, chilliness, feverishness, generalized 
aching muscle pains, headache, and a few of 
the more chronic cases had lost appreciable 
amounts of weight. In only four instances were 
there true night sweats. Table III compares 
the type of onset. Table IV indicates the dura- 
tion of symptoms before the appearance of 
pleural fluid. 


TABLE IIT. 


ONSET OF SYMPTOMS 


Positive Negative 

culture culture 
IN 6x6 aera awa a acemate eet 29% 28% 
CR a a ci a ras eee aa aa 71% 72% .. 

o 
SEVERITY OF ILLNESS 

Positive Negative 

culture culture 
DP civienteiceusiedeseneteneets 30% 30% 
NT Ce 56% 58% 
I sb tcuvrivaeeneatenasaasass 14% 12% 





The physical findings were the same in both 
groups. In general, the patient did not look as 
ill as one would expect from the appearance of 
the temperature chart and extent of physical 
signs in the chest. Pleural pain was frequently 
very severe, and responded poorly to analgesic 
drugs, counter-irritants or strapping the chest. 
Dyspnea and cyanosis were proportional to the 
extent of the effusion and degree of pain. In 
87% of cases the fever ran between 103 and 
105° from one to four weeks, gradually sub- 
siding and carrying on at levels 100 to 101° for 
another two to six weeks; 8% of cases at no time 
ran a temperature over 100°, but this low grade 
fever usually lasted three to eight weeks. The 
majority of patients had a temperature between 
101 and 103° for two to three weeks, slowly 
subsiding and continuing at a lower level for 
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two to six weeks. There was no relation be- 
tween the size of the effusion and its being posi- 
tive or negative on culture and the degree of 
fever. As a rule, the duration of fever paralleled 
the persistence of pleural fluid. The pulse rate 
was inereased in proportion to the degree of 
fever, while the respiratory rate appeared to 
depend on the size of effusion and degree of 
pleural pain. White blood counts were done 
repeatedly on all eases and in only three in- 


TABLE IV. 
DURATION OF SYMPTOMS PRIOR TO DEVELOPING EFFUSION 





CASES 


Be Allah deed ah heidi csadecd eile 
| | [AveRAGE + Pps. | 


10 


2 4 6 8 10 ja 


stances were they elevated : 12,500, 13,000, 18,000 


respectively. As a rule, the leucocyte count 
was low normal. Differential counts fell well 
within normal range. 

Eighteen per cent of cases were admitted to 
hospital before the effusion had developed. 
These cases had pleural pain and on examina- 
tion of the chest there was restricted expansion, 
suppressed vesicular breath sounds with many 
superficial crackling sounds, often interpreted 
as rales, and usually a friction rub. With the 
appearance of pleural fluid the signs would 
change to those commonly associated with 
pleural effusion; 20% of cases with pleural 
fluid presented frank bronchial breath sounds 
but no other adventitious sounds were heard. 
The pleural effusions were equally divided be- 
tween the right and left side, in two instances 
they were bilateral; 11% were small, 61% 
moderate-sized, and 28% were massive. The 


fluid in all instances was clear or translucent 
and varied in colour from pale yellow or green- 
ish to light brown, two cases contained a small 
amount of old blood. The fluid in all cases on 
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being centrifuged and stained, revealed lympho- 
cytes and occasionally a few polymorphonu- 


clears. In no fluid were acid-fast organisms 
seen on direct smear. All routine cultures were 
negative. 

Skin tests were carried out in most instances 
and were positive to 1/1,000 or 1/100 concen- 
trations of old tuberculin. However, 8 cases 
manifested a negative test initially but all these 
became positive on retesting within two months. 

Pleural fluid cultures were made by centri- 


-fuging 50 or 100 «.c. of aspirated pleural fluid, 


then planting the sediment on Lowenstein’s 
media. A demonstrable growth of tubercle 
bacilli was obtained in from two to eight weeks. 
From the 78 cases, one or more positive 
cultures were obtained in 40, or 51% of the 
group; 20 patients in the positive culture 
group had one to four negative cultures at some 
stage of their illness and in 138 instances the 
initial culture was negative. During 1942 and 
1943, multiple cultures were made on all cases 
and in 50 patients positive cultures were ob- 
tained in 32, or 64% of cases. There is no 
doubt that if multiple aspirations are done over 
a period of one or two weeks a higher incidence 
of proved tuberculous effusions will be diag- 
nosed. The positive cultures were obtained in 
about equal proportion early and late in the 
course of the effusion, and the size of the ef- 
fusion had no relation to culture results. 

Demonstrable pleural fluid persisted in all 
eases for a minimum of three to four weeks. In 
the positive culture group the average duration 
was eight to nine weeks and in the negative 
culture group six to seven weeks. Six cases in 
the positive culture group had fluid persisting 
for five to ten months and in the negative group 
four cases persisted three to five months. One 
ease that had two positive and four negative 
pleural fluid cultures still had a large effusion 
at the end of ten months when he developed a 
tuberculous empyema. In the remainder of the 
entire group all the fluid was absorbed leaving 
moderate to extensive pleural thickening and 
adhesions. 


DIAGNOSIS 
The differential diagnosis resolved itself into 
two phases. In patients seen early, before 
pleural: fluid had developed, the abrupt onset of 
constitutional symptoms of infection associated 
with pleural pain and cough frequently sug- 
gested pneumonia, This diagnosis was espe- 
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cially tenable if there had been a true rigour 
at the outset. Chest findings of suppressed vesi- 
cular breath sounds and superficial crackling 
rales and a friction rub were compatible with a 


diagnosis of pneumonia. Often chest x-rays 
taken early were interpreted as basal consolida- 
tion. In view of this similarity several patients 
were treated for a few days with sulfapyridine 
until the diagnosis became definite. Useful dis- 
tinguishing features in such instances were the 
lack of purulent sputum and never blood-stained 
sputum in the pleurisy group. The patients with 
idiopathic pleurisy frequently had a tempera- 
ture of 104 or 105°, yet they did not appear as 
toxie or ill as would a patient with pneumonia 
and such a fever. The leukocyte counts were 
‘sniformly low and remained normal in the 
pleurisy cases. The lack of response to chemo- 
therapy in a few eases suggested that pneumonia 
might not be the underlying disease. 

When patients were admitted in a phase when 
a pleural effusion had already formed, Table I 
indicates the differential problem and at this 
stage the diagnosis was largely one of exclusion. 
However, a less acute pneumonia with a late 
effusion was still a differential problem, In 
general, post-pneumonic effusions were small 
and resolved within two weeks, leaving a clear 
pleural cavity or minimal adhesions. The pri- 
mary pleurisy group tended to have larger col- 
leections of fluid that always lasted more than 
four weeks and left much more residual pleural 
thickening. Fever persisted much longer in 
this group and never responded to sulfonamides. 
Obtaining a positive culture of tubercle bacilli, 
of course, made the diagnosis certain. 


TREATMENT 


Treatment consisted of bed rest and symptom- 
atic measures to relieve pleural pain. In only 
six instances was aspiration of fluid necessary 
for relief of dyspnea, After varying length of 
time all cases were returned to Canada as 
stretcher patients, where their care was con- 
tinued either in military hospitals or sanitaria. 
The total period of rest varied from a few weeks 
to several months after all signs of clinical 
activity had subsided and all fluid had disap- 
peared from the chest. . 

Two cases died during the early or acute stage 
in their disease. One who had negative pleural 
fluid cultures died following a ruptured appen- 
dix and generalized peritonitis, about two weeks 
after developing his pleural effusion. The second 
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ease was acutely ill, had repeatedly positive 
pleural fluid cultures, and died three months 
after his onset with a terminal tuberculous 
peritonitis. At post mortem in both eases a 
careful search of lung parenchyma revealed no 
evidence of tuberculosis. The visceral pleura on 
the affected side in both instances was diffusely 
studded with dozens of tubercles measuring one 
to two millimetres in diameter. Microscopic 
examination revealed these to be typical small 
tuberculous nodules lying between the collage- 
nous and mesothelial layers of pleura, many 
showing a microscopic central area of caseation. 
No other pathological evidence of tuberculosis 
was found except the peritonitis that developed 
terminally in the second man, 

The case that progressed to a tubereulous 
empyema ten months from the onset had an 
extensive tuberculous pleuritis and the only 
other evidence of tuberculous infection was a 
very small parenchymal infiltration without any 
evident caseation or cavity formation. Three 
other cases subsequently died of tuberculosis, 
two six months and one ten months from the 
outset. These patients had developed advanced 
active pulmonary~tuberculosis and extensive in- 
volvement of kidney, bone and meninges. 


FoLttow Up 

The Department of Veterans’ Affairs has fol- 
lowed all the surviving members of this group 
from the time of their discharge from military 
control to the present time, a period of five to 
eight years. Table V summarizes the eases 
subsequently showing other manifestations of 
tuberculosis, and Table VI indicates the inter- 
val between clearing of the initial acute 
phase of illness and other manifestations of 
tuberculosis. 


In the group who had positive pleural fluid 
cultures the subsequent evidences of tuber- 
TABLE V. 


SUBSEQUENT TUBERCULOSIS 





Positive Negative 
culture culture 
group group 

Ce 16 15 
Par advanced. ........esee. 5 2 
IMIONRON 5 os. 3 due ulus ce 4 3 
NRE arora es sc sa ak Oke 7 10 

Bone and joint—parenchyma clear. 2 1 

IRGENNG ss ate ecla dae sas 18 16 
44% 42% 
Died of tuberculosis...:.............. 0 
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culosis were more severe and virulent as evi- 
denced by the four deaths. Their parenchymal 
lesions appeared sooner after the initial ef- 
fusion and tended to be more extensive, four 
being bilateral, two of these presented cavity 
formation, and two developed renal tuberculosis. 

In the negative culture group the parenchy- 
mal lesions appeared after a longer interval 
and were less extensive, most of the cases pre- 
senting as minimal lesions, two were bilateral 


TABLE VI. 
TimME INTERVAL UNTIL OTHER MANIFESTATION OF 
TUBERCULOSIS 
Positive Negative 
culture culture 
group group 
RG it 6 ev ews'eeuihedeue 3 cases 1 
4 Rh a ae ag dre hal el ie ns 4 1 
6 gl ET Te Te ere re re 3 0 
8 T. coileusenansehcerwieweee 2 0 
10 Do edie Metre ath ae ee hod 1 3 
PE iuS ba erkeueuNeeeceeaes 1 3 
PD i acids be dehudcacwne 0 2 
Be ee ii Granta inal bee ean wade cue 2 3 
Ie Oe al itsal Sa lai tl arls ot ale 1 1 
ee Oe ee 1 0 
rh te ee OE Lien nae 0 1 
RB Ec ig nd oo We Sh ee ee 0 1 


and no eavity occurred in this group. Two 
eases developed ischio-rectal abscesses and one 
renal tuberculosis. 

The cases that have remained well to date 
practically all have fairly extensive pleural ad- 
hesions but these are slowly but progressively 
resolving over each succeeding year. There is 
a definite group of individuals complaining of 
vague ill health in which one finds it difficult to 
distinguish true symptoms from a desire to re- 
tain or increase their pensions. 


SUMMARY 


In this series of seventy-eight cases of idio- 
pathic pleurisy with effusion there was no pre- 
vious history suggesting tuberculosis. Enlist- 
ment chest x-rays taken shortly before the 
onset of pleurisy were negative. The more 
pleural fluid cultures that are taken, the higher 
will be the portion of cases proved to be tuber- 
culous in etiology. 

The character of the symptoms, clinical find- 
ings and course of the cases was essentially the 
same whether the pleural fluid cultures were 
positive or negative for tubercle bacilli. There 
were differences in degree inasmuch as fluid 


appeared sooner after the onset of symptoms 
in the positive group and persisted longer. 

In incidence of subsequent tuberculosis, the 
number was the same in both positive and nega- 
tive groups; however, the disease manifests 
itself after a shorter interval in the positive 
culture group, and was of a more serious and 
extensive nature. 


The above differences probably are depend- 
ent on the virulence of the infecting organism, 


- massiveness of infecting dose, and the degree 


of the individual’s resistance. 


There can be little doubt that primary or 
idiopathic pleurisy with effusion is an early or 
primary manifestation of tuberculous infection, 
and the incidence of other later manifestations 
of tuberculosis is high. 

Patients with this diagnosis, whether pleural 
fluid eultures are positive or negative, should 
be treated as tuberculosis with a prolonged 
period of supervised bed rest, probably three or 
four months, after elinical signs of active infec- 
tion have subsided. 

I should like to express my appreciation for the co- 
operation and help given me in this survey by Dr. W. 
P. Warner and Dr. G. A. Winfield; also to compliment 


the Department of Veterans’ Affairs on the thorough 
manner in which they are following up these cases. 


=—_————SS=_=_=_==—= 


NEEDLE BIOPSY OF THE LIVER 


I. D. Maxwell, M.B., M. M. Baird, B.M. and 
M. V. Rae, M.D. 


Shaughnessy Hospital, Vancouver, B.C. 


HE complexity of hepatic physiology tends 

to render the use of any one of the liver 
function tests of limited value and when a 
battery of tests is employed, the results do not 
necessarily clarify a difficult diagnosis. ‘Some 
clinical method of study of actual morbid his- 
tology in disease processes as they affect the 
liver is, therefore, of paramount importance. 
For this purpose, there are several procedures 
available. 

1, Surgical biopsy.—Of necessity, this involves 
procedures both expensive and of a major 
character which are seldom warranted. Many 
cases are unsuitable owing to severity or 
danger of exacerbation of the condition and to 
limited accessible liver surface. In addition, 
the effect of anesthesia and surgical trauma 
on the liver may distort the resultant patho- 
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logical findings. 
one of our cases. 


2. Peritoneoscopy.—Though less traumatizing, 
the question of expense and availability for 
routine work again arises. This procedure is 
painful and unsuitable for serial studies. As 
with laparotomy, accessible liver tissue is 
small and, of necessity, superficial. Though 
Hoffbauer! has combined needle biopsy and 
peritoneoscopy with success, we have not felt 
ourselves justified in such a complicated pro- 
cedure. 


This was strikingly seen in 


3. Needle biopsy—For some time we have 
been using this method in cases where it ap- 
peared to be indicated. It is a relatively minor 
procedure, consisting in the punching out of a 
small cylinder of liver tissue with a 1 mm. bore 
needle thrust through the parietes. This pro- 
cedure is one which may be performed at the 
bedside with a minimum of inconvenience to 
the patient. Although it is most applicable to 
diffuse hepatic lesions, it is surprising how 
frequently localized carcinomatous metastases 
may be revealed. Volwiler and Jones? in fact, 
report two cases of metastatic carcinoma 
missed on peritoneoscopy, which were later 
diagnosed by needle biopsy. The procedure is 
not devoid of certain dangers, chief of which 
are hemorrhage from tear of the liver, damage 
to neighbouring structures, and infection. 


A small amount of bleeding of the order of 
5 to 10 ec. is almost invariable, but gross 
hemorrhage is rare when suitable selection of 
cases and control of the postoperative period is 
observed.?, Deaths are reported due to un- 
controlled intraperitoneal hemorrhage in the 
hands of skilled operators? * * 7 and the pro- 
cedure is not one to be performed lightly nor 
anywhere remote from available blood trans- 
fusion and surgical services. Tear of the liver 
may occur if the patient should breathe during 
biopsy. This hazard is minimized by careful 
explanation, good local anesthesia, and rapid 
performance of biopsy. Perforations of the 
transverse colon, gall bladder, or large eceliae 
vessels have been reported in a few eases.” ? 
With reasonable care, exogenous infection can 
be avoided. The possibility of a flare-up in a 
suspected suppurative cholangitis or multiple 
abscesses, precludes biopsy in such conditions. 
It should be appreciated that these dangers are 
rarely encountered. Over 2,000 cases have now 
been reported in the medical literature with.an 






overall mortality rate of approximately 0.6% 
and Sherlock records 750 cases without a single 
fatality.* 

To minimize the dangers, however, four 
absolute contraindications must be observed: 
(1) Poor co-operation on the part of the pa- 
tient ; (2) Severe bleeding tendency; (3) Tuber- 
culous or other abscess; (4) Abnormal bleed- 
ing, clotting and prothrombin times. 


METHODS OF NEEDLE BIOPSY 


A large number of special instruments have been 
devised for the purpose.2, 3,6,7 We use a 4-inch, 15- 
gauge needle with a fitted trochar, which is ground to a 
four-sided pyramidal tip. When the trochar is removed, 
a four-toothed cannula remains (Fig. 1). 

There are two chief methods of approach: (a) The 
transpleural or lateral approach through the ninth or 
tenth intercostal space in the right anterior or mid 
axillary lines. (b) The anterior, either to the right or 
left of the xiphoid or at varying points beneath the 


To 


-s 


Fig. 1—Detail of biopsy needle x2. On the left is 
the needle with stilette in situ. On the right, needle and 
stilette are disassembled to show toothed needle. Fig. 
2—Insertion of stilette and needle until ‘‘diaphrag- 
matic rub’’ is felt. Fig. 3—Stab biopsy movement 
under reduced pressure. Fig. 4.—Acute infectious 
hepatitis at ten days (100x). 


right costal margin. We have used both methods but 
have favoured the lateral approach except in cases of 
probable malignancy where palpable nodules present 
and may be transfixed anteriorly. Our technique is a 
modification of that described by Iverson and Roholm3 
and also by Sherlock. The reasons for this preference 
are that it may be used with safety in the absence of 
hepatomegaly, also the liver is biopsied in its maximum 
diameter and there is, therefore, less danger of penetra- 
tion with damage to other viscera. Furthermore, it is 
possible that hemostasis is assisted by apposition of the 
liver and diaphragm by this approach. 


TECHNIQUE 
1. Selection of cases—The patient must be 
fully co-operative. It is important also to 
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estimate bleeding, clotting and prothrombin 
times prior to biopsy. Clotting time in excess 
of 10 minutes and prothrombin time of less 
than 60% of normal are contraindications. 

2. Preparation.—All patients are given mild 
barbiturate premedication one hour prior to 
biopsy. To ensure maximum glycogen content 
of the parenchymal cells, biopsy is performed 
two hours following a high carbohydrate meal. 
Two bottles of cross-matched blood are avail- 
able as recommended by other workers*® * but 
routine use of vitamin K has not been found 
necessary. In moderate ascites, some assistance 
is afforded by a pillow beneath the left thorax.‘ 
Massive ascites should be drained prior to 
biopsy. It is most important to percuss out the 
borders of liver and to mark them on the chest 
wall. The chosen intercostal space is likewise 
marked clearly in indelible ink. The skin is 
treated with a mild antiseptic. 

3. Anzxsthesia.—The procedure should be com- 
pletely painless. To ensure this, we have found 
10 to 15 @.e. 2% procaine is usually necessary. 
Infiltration with local anesthetic agent must 
include the liver capsule which in a high pro- 
portion of cases appears to contain pain fibres 
and adrenalin should not be added to the local 
anesthetic if occasional severe reactions are to 
be avoided. It is important that one employ 
definite landmarks to obviate tear of the liver 
(Fig. 2). The pleural surface of the diaphragm 
is readily appreciated with the biopsy needle 
but not so readily with the fine needle used for 
local infiltration. If the patient breathes dur- 
ing the early part of the procedure, the base 
of the needle will at first move downward with 
each inspiration until the diaphragm has been 
reached, when a harsh, gritty sensation may be 
imparted as the needle rubs over the dia- 
phragm. Any further advance into the dia- 
phragm causes an immediate change in the 
excursion of the base of the needle which now 
moves upward with each inspiration. This 
change is a danger signal because it means that 
the point of the needle is either in, or through, 
the diaphragm; and if through, might damage 
the liver. The needle should be withdrawn 
slightly, the patient instructed immediately to 
exhale and cease breathing momentarily while 
infiltration of diaphragm and liver capsule is 
rapidly carried out. 

4. Biopsy.—F or actual biopsy, a skin nick is 
made and the biopsy needle is advanced until 





the diaphragmatic rub is felt. The patient 
hyperventilates and ceases breathing in the 
fully exhaled position while the needle and 
trochar are inserted 1 em. through the dia- 
phragm into the liver substance as recom- 
mended by Sherlock,‘ to produce a slit, rather 
than round hole in the capsule. The trochar 
is then removed, a 5 e.c. ‘‘Luer-Lok’’ syringe 
containing 1 e¢.c. saline attached (Fig. 3), 
aspiration applied and a rapid stab in and out 
performed under negative pressure which is 
maintained until the needle has been removed 
from the chest wall. Saline is used in the 
syringe to minimize trauma to the biopsy speci- 
men and to wash it free of blood clot. 

5. Postoperative period.—A mild analgesic is 
all that is required, particularly as cases of 
extensive liver disease tolerate morphine 
poorly. We keep the patient strictly in bed 
for 18 hours after biopsy and estimate the 
pulse and blood pressure every two hours. 
Gilman® allows his patients up and about the 
ward within an hour or two but most authori- 
ties insist on 24 hours in bed.” + * Volwiler and 
Jones? advise immediate return to bed for a 
further 24 hours if any pain is felt on ambula- 
tion. Gilman® has found procaine infiltration 
of the needle track a sure method of alleviating 
postoperative pain but we have never found 
pain severe enough to require this. 


RESULTS 

Our series includes 57 cases in which 75 
biopsies were performed. Minor and transient 
reactions were encountered in two eases, with 
fall in blood pressure, accelerated pulse, 
dizziness, and pallor. About half of the pa- 
tients complained of minor pain at the site of 
the puncture, in the right shoulder, or in the 
epigastrium, lasting not more than 18 hours. 


Table I is a list of the 57 cases according to 
diagnosis. It is of interest that biopsy was of 
most diagnostic value in the cases of early 
portal cirrhosis, biliary cirrhosis and fatty 
change, and in a proportion of the cases pro- 
vided an earlier and more conclusive answer 
than any other method. In the six eases of 
carcinoma there were three in whom the diag- 
nosis had been unsuspected prior to biopsy. Of 
equal importance are 14 eases in which liver 
disease suspected clinically, was considered 
very unlikely in view of biopsy findings. These 
patients were for the most part men with a 
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history of hepatitis during service, upper ab- 
dominal symptoms and questionable enlarge- 
ment of the liver. 

From the point of view of diagnosis, the liver 
function tests used during the period of this 
study consisted of, (1) Serum bilirubin quanti- 
tative. (2) Urinary urobilinogen (dilution 
method). (3) Total serum proteins and A/G 
ratio. (4) Cephalin cholesterol flocculation 
test. (5) Serum alkaline phosphatase. (6) 
Blood cholesterol. (7) Prothrombin time and 
its response to vitamin K. . 

Since that time the bromsulphalein and thy- 
mol turbidity tests have been added, also 
quantitative urinary and feeal urobilinogen 
estimations. We have noted what is probably 
a common experience, that with increasing ac- 
curacy in the performance of these tests, and 
improved experience in their interpretation the 
number of patients in whom we would regard 
biopsy as essential to diagnosis has decreased 
considerably. Nevertheless, we regard it as a 
useful and sometimes conclusive procedure in 
some doubtful cases. 


TABLE I. 





Disease 





Cases 
Infectious hepatitis, 
PTA; CUTER. 4.0 65a tees inewcunddders 9 
POON 6h e PR ARiKe Rev cee isweeewaer ese 1 
SPRGRPOLING SIITIOG 0. 6cis cs cicsncesccanevs 5 
Cirrhosis, 
POCUs, WIR, WOME oc ic ccccawncads 2 
MGAVERCO, ROVE conc ccccevcsecccvveses 3 
ES |; Kk hea navudesenenekeeneaee tanks 2 
CNR i iss684h veers ebahooeneeReaNs 6 
CD 0. ii0465 0a nv ecednseseewen der 5 
Oe BE... cn isicnsdeccessdsteeven 4 
be POTTTTETITI TTT PLE TTT eee 14 
Carcinoma, probable, (missed) ............ 1 
MON. on cin ethnieecdewndbeesinns 5 
57 


The following case histories illustrate the 
value of biopsy in elucidating the diagnosis in 
confusing cases of liver disease. 

Infectious hepatitis —The essential change” ® ® 
is a disorganization of hepatic architecture 
from the three causes; necrosis, inflammation, 
and simultaneous regeneration. Biliary drain- 
age is upset as evidenced by granular pigmenta- 
tion of cells and bile stasis in canaliculi but this 
is a secondary change. In the fatal type, a 
massive necrosis of all but the peripheral zones 
of lobules dominates the picture. 


CASE 1 


F.R., a 50-year old man with painless jaundice, nausea, 
and abdominal fullness, one week. Liver was enlarged, 





firm, smooth, slightly tender, and the spleen was im- 
palpable. Biochemical tests suggested a purely obstruc- 
tive cause. Urinary bile was 4 plus, urine urobilinogen 
negative; van den Bergh direct positive, serum bilirubin 
20.4 mgm. %; cephalin cholesterol flocculation negative; 
serum alkaline phosphatase 26.5 King units. Aspira- 
tion biopsy of the liver on the tenth day of jaundice 
left no doubt regarding the diagnosis of parenchymatous 
damage. The tissues showed distortion of hepatic archi- 
tecture due to swelling and necrosis of central and mid- 
zone cells, and inflammatory cell infiltration. The hya- 
line degeneration described by Mallory? was evident in 
many of the cells (Fig. 4). 

Another biopsy three weeks later showed marked re- 
generation occurring simultaneously with residual inflam- 
mation. 


Obstructive jaundice.—The histological pic- 
ture is primarily one of bile stasis with normal 
sinusoidal arrangement of liver cells and only 
in the later stages is necrosis found. 


CASE 2 


G.P., aged 71, with complaints for two weeks of 
eructations, anorexia, and crampy right upper quadrant 
boring pain, and of mild jaundice for three days. 

He was an afebrile elderly man, moderately jaundiced, 
with slightly enlarged, smooth, tender liver. Murphy’s 
sign was positive. Biochemistry showed urinary bile 4 
plus, urinary urobilinogen negative. Stools became clay- 
coloured. Serum bilirubin 13 mgm. %. Total serum 
proteins 4.32% with a normal albumen-globulin ratio. 
The clinical impression was that of obstructive jaundice 
due to cholelithiasis. Liver biopsy showed metastatic 
adenocarcinoma with evidence of bile duct obstruction. 


CASE 3 
SECONDARY CARCINOMA 

C.T., aged 76, had suffered for 18 months with ex- 
foliative dermatitis and generalized rubbery adenopathy. 
Two biopsies of skin and of both inguinal and axillary 
glands showed chronic inflammation only. Repeated 
blood. counts and two sternal marrow punctures had 
failed to demonstrate any blood dyscrasia. Hepato- 
megaly was noted and the liver edge was firm, tender 
and nodular. Laboratory tests showed serum bilirubin 
1.3 mgm. %; cephalin cholesterol flocculation 2 plus and 
prothrombin activity 40%, rising only to 46% after the 
parenteral administration of vitamin K. Bleeding and 
clotting times were normal and despite the low pro- 
thrombin activity and frailty of the patient, aspiration 
biopsy of one of the palpable nodules was performed. 
Metastatic carcinoma was disclosed and confirmed one 
month later when a minute carcinoma of the cecum 
with massive secondary involvement of the liver was 
found at autopsy. 


CASE 4 


Fatty CHANGE 

R.J.D., aged 44, an asthmatic, complained of oc- 
casional post-prandial epigastric pain, lasting about ten 
minutes, and of easy fatigue over the past two years. 
He was a sporadic heavy drinker. The liver extended 
4 em. below the right costal margin and the edge was 
firm, smooth and non-tender; the spleen was not palp- 
able and there was no jaundice. A high serum chol- 
esterol of 320 mgm. % was the sole abnormality of the 
liver function tests. Aspiration biopsy showed the 
picture of a marked degree of fatty vacuolation of liver 
cells. 


CASE 5 
PorTAL CIRRHOSIS 


T.H., an emaciated male of 65 years, complained of 
nausea, vomiting, belching, and abdominal fullness for 
one week, with an aching pain in the epigastrium ex- 
tending into the back and aggravated by food. He had 
lost 30 Ib. in weight in the past year. His father had 
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died of bronchogenic carcinoma and his mother of 
carcinoma of the uterus. 


Weakness, epigastric tenderness and enlarged liver, 
with a firm, nodular and slightly tender border were 
found. The blood sedimentation rate was 60 mm./hr. 
A large gastric ulcer was visualized on the lesser curva- 
ture. Laboratory tests showed serum bilirubin 0.98 mgm. 
%, serum protein 7.3%, A/G ratio 0.64. Brom- 
sulphalein retention 20.2% after 30 min. Cephalin 
cholesterol flocculation plus two. 


The clinical diagnosis was gastric carcinoma with 
hepatic metastases but needle biopsy of the liver showed 
a typical portal cirrhosis. Hepatic parenchyma was 
divided by large bands of fibrous tissue into small, false 
lobules. The fibrous tissue was dense, vascular, con- 
tained numerous bile ducts and many inflammatory 
cells. ~ 


Other lesions.—In a miscellaneous group of 
diseases, liver biopsy may be of use in visual- 
izing the mechanism of hepatic enlargements. 
Two cases of lymphosarcoma showed a liver 
containing relatively large and diffuse masses 
of tumour. In a monocytic leukemia, the liver 
sinusoids were filled with immature monocytes. 
Hemochromatosis was diagnosed from liver 
cells laden with iron-containing pigment, which 
diagnosis was changed a year later to hemo- 
siderosis, lacking development of cirrhosis, 
diabetes or bronzing. An early case of cholan- 
gitis and biliary cirrhosis was disclosed and 
progress followed by repeated biopsies. 


DISCUSSION 


The use of this simple surgical technique has 
clear advantages in correlating the anatomical 
picture of the liver with the physiological and 
biochemical processes. The interpretation of 
so small a tissue section is open to doubt. The 
pathologist is faced with a minute core of liver 
which may course across several lobules but 
fail to give any complete architectural unit. 
The interpretation is made on a composite 
picture built up of small sectors of many lobules. 
A liver of normal consistence will yield a slender 
core of two or more centimetres in length which 
should give a fairly comprehensive picture. A 
liver toughened by portal cirrhosis, biliary thick- 
ening and scirrhous carcinoma, or, on the other 
hand, softened by necrotic changes, gives 
small broken fragments of tissue which add to 
the difficulty of technique and of interpreta- 
tion. 


Of the necessity and the safety of the pro- 
cedure, there may be some criticism. With 
preliminary precautions indicated above, no re- 
actions or complications of any severity oc- 
curred in our series. Chills with pyrexia of 
Slight 


short duration was encountered once. 
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upper abdominal splinting for a few hours was 
common, probably peritoneal reaction to a 
small plaque of fibrin and blood, plugging the 
puncture in the liver. 

With regard to the clinical uses, we feel there 
are real advantages. In jaundice, an early 
liver biopsy has proved an almost infallible 
differential diagnostic procedure. In uncompli- 
cated jaundice, a careful history and physical 
examination combined with selected biochemi- 
eal tests rarely fail to provide a confident 
diagnosis and a biopsy may not be justified. 
But the histological picture may reveal obscure 
and unsuspected features, such as we found; 
namely cirrhosis, primary and _ secondary 
carcinoma and sarcoma, hemosiderosis, and 
parenchymal changes secondary to obstruction. 

In assessing the prognosis of hepatitis and 
portal cirrhosis, liver biopsy has proved a 
valuable aid. In these conditions, the correla- 
tion between liver function tests and hepatic 
histology has been very meagre® but our pre- 
dictions of short term prognosis on the basis 
of biopsy have proved reasonably accurate. 
The ideal goal is the long term prognosis, the 
recognition of the indolent case of hepatitis 
which may progress to cirrhosis and further to 
portal or biliary obstruction. 

As a control to various research and thera- 
peutic measures, notably in fatty change or 
portal cirrhosis, liver biopsy has been found of 
value. In deciding on use or discontinuance of 
expensive medication and extra food factors, 
it is useful to follow the progress of treatment 
by histological control. It should find a special 
place in the consideration of operative treat- 
ment of Banti’s syndrome. Liver damage from 
such hepatotoxins as chloroform, phosphorus 
and benzine derivatives may be estimated from 
biopsy. In a diffuse process in the liver, biopsy 
will give a fairly comprehensive picture. In a 
patchy or nodular process, however, such as 
secondary carcinoma, the aspirating needle may 
miss the lesions and lead to a false negative 
report. Evaluation of liver function tests is 
more comprehensive if correlated with the 
histological picture in the liver and an exten- 
sive investigation along these lines is presently 
being conducted in this hospital.* 


*Since this paper was submitted for publication 
(September, 1948) the report of the investigation has 
been published in this Journal, Baird, M. M., Badre, E. 
J., Bogoch, A. and Maxwell, I. D.: Canad. M. A. J., 61: 
107, 1949. 
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SUMMARY 


Some indications for needle biopsy of the 
liver have been presented with mention of the 
possible dangers and a description of the tech- 
nique employed. 

The results in 75 such biopsies have been 
reviewed briefly, with more detailed account 
of the findings in five cases, infectious hepatitis, 
obstructive jaundice, secondary carcinoma, 
portal cirrhosis, and fatty liver, with mention 
of other conditions disclosed, namely lympho- 
sarcoma, leukemia, hemosiderosis and cholan- 
gitis. 
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OF TREATMENT WITH 
DESOXYCORTICOSTERONE ACETATE 
AND ASCORBIC ACID (ARTHRODOX)* 


Wallace Graham, M.D., T. E. Hunt, M.D. and 
David Mowat, M.D. 


Toronto, Ont. 


HE dramatic response of some of the rheu- 

matic diseases to cortisone has naturally led 
to an intensive search for other allied sub- 
stances which would be equally effective and 
available at less cost. 

The report of Lewin and Wassén, which was 
quickly followed by that of LeVay and Loxton,? 
claimed that, in a majority of patients suffering 
from rheumatoid arthritis, a dramatic decrease 
in pain and stiffness followed the parenteral 
administration of desoxycorticosterone acetate 
and ascorbie acid. Ten subsequent short re- 
ports have given rise to considerable contro- 
versy since five’ ** of them seemed to confirm 
the observations of Lewin and Wassén, whereas 
the others,® 2 using the same technique, re- 
ported no significant response. 


*From the Department of Medicine, University of 
Toronto, and the Medical Services of the Toronto Gen- 
eral Hospital and Sunnybrook (Veterans) Hospital, 
Toronto. 


In the following study, 37 patients with 
rheumatoid arthritis, 10 patients with anky- 
losing (Marie-Striimpell) spondylitis, and 3 pa- 
tients with acute gouty arthritis were treated 
by the intramuscular administration of desoxy- 
corticosterone acetate and ascorbic acid com- 
bined in a single ampoule (Arthrodox*). 
Twenty-five of the patients (22 rheumatoid 
arthritis and 3 ankylosing spondylitis) were 
treated in hospital. The other 25 (15 with 
rheumatoid arthritis, 7 with ankylosing spon- 
dylitis and 3 with gouty arthritis) were treated 
as out-patients. All the patients were suffer- 
ing from active disease and had been under 
observation for periods of months to years, 
their disease activity being relatively stable. 
The disability in the rheumatoid group ranged 
from Stage II to IV, Class II to IV as defined 
by the Committee on Therapeutic Criteria of 
the American Rheumatism Association.** 

The 25 patients in hospital were first given 
control intramuseular injections of normal 
saline for three to five days prior to the admin- 
istration of the drug. They were given two 
intramuscular injections of ‘‘arthrodox’’ each 
day—a total daily dose of 5 mgm. of desoxy- 
corticosterone acetate and 1,000 mgm. of 
ascorbic acid—for a period of seven to fourteen 
days. Two of these patients were subsequently 
given cortisone. 

In view of the startling results reported fol- 
lowing one or two injections of desoxycorti- 
costerone acetate and ascorbic acid,’ ? the 25 
out-patients were treated with from one to six 
injections of ‘‘arthrodox’’. This group re- 
ceived no previous control injections. 

A eareful attempt was made to assess pain, 
stiffness, swelling, tenderness, range of move- 
ment of the joints, ability to rise from a chair, 
walk, turn in bed, ete. The patients’ weight, 
appetite, sleep habits, requirements for seda- 
tives, and general feeling of well being were 
noted. 


RESULTS 

1. CurnicaL.—Rheumatoid arthritis and anky- 
losing spondylitis. — The first three patients 
treated were uncontrolled, and the first injection 
of desoxycorticosterone acetate and ascorbic acid 
appeared to give dramatic relief from pain and 
stiffness. Later studies, however, revealed that 
the administration of the combined drugs to 47 


* The material used in this investigation was gener- 
ously supplied by Intra Medical Products, Toronto. 
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patients with rheumatoid arthritis and ankylos- 
ing spondylitis for periods up to fourteen days 
had no effect on the activity or progression of 
the disease. In 29 of the 47 patients there was 
no subjective or objective effect. Based on sub- 
jective findings alone, 15 of the patients ap- 
peared to have transient relief from pain and 
stiffness occurring from a few minutes to hours 
after the administration of the drug. In six of 
these there was quite dramatic improvement but 


this was not maintained after subsequent injec-_ 


tions. Five patients who reported improvement 
in stiffness and pain following the first relapsed 
within twenty-four hours, and showed no im- 
provement after a second injection. The most 
impressive result in this series was observed in 
a patient who took a few steps without crutches 
for the first time in six months but relapsed in 
twenty-four hours in spite of subsequent daily 
administration of the drug. The patient stated 
at the end of ten days’ treatment that he was 
worse. Two patients stated that they felt worse 
after one injection and one, who felt slightly 
improved after the first injection, developed in- 
ereased swelling and felt worse after the sixth 
injection. Two of the patients were later treated 
with cortisone with prompt clinical improvement. 

In the 25 controlled patients whose injections 
were changed from normal saline to ‘‘arthro- 
dox’’, no manifestations occurred which led 
them to suspect that there had been any change 
in therapy. 

Gouty arthritis —Three patients with acute 
gouty arthritis were given two injections with 
no beneficial effect. These patients were later 
successfully treated with colchicine, 

2. LABoRATORY. — Sedimentation rate. — Ery- 
throcyte sedimentation rates (Westergren) were 
done daily in the majority of cases and, in the 
others, three times weekly. No significant drop 
in sedimentation rate was observed in any of the 
patients. In one ease the sedimentation rate rose 
significantly during therapy. 

Eosinophil counts.—Kosinophil counts were 
carried out daily on eight of the patients with 
rheumatoid arthritis. There was no drop in the 
total cireulating eosinophils, and no rise follow- 
ing cessation of the therapy. The two patients 
who were later given cortisone showed the usual 
decrease in circulating eosinophils. 

Serum proteins.— Three patients who had 
abnormal albumin, globulin, euglobulin, fibrino- 
gen and fibrin fractions showed no change while 
on this therapy. One of these patients was later 
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given cortisone and the protein fractions re- 
turned to normal, 

Other laboratory findings.—Two patients were 
placed on a standard three gram sodium intake. 
The urinary volume, sodium, chloride, and uric 
acid : creatinine ratio were measured ; the serum 
sodium, chloride and glucose were estimated 
along with glucose tolerance tests. As would be 
expected on administration of desoxycorticoster- 
one, the excretion of sodium and chloride and 
the urinary volume fell uniformly and in a 
parallel manner while the drug was given, and 
returned to normal within two day of cessation 
of therapy. There was no significant effect on 
glucose tolerance. None of the biochemical phe- 
nomena associated with cortisone administration 
was observed. 


DISCUSSION 


The favourable short reports to date on pa- 
tients with rheumatoid arthritis after the ad- 
ministration of desoxycorticosterone acetate 
and ascorbic acid have been based largely on 
subjective findings which are notoriously in- 
adequate in assessing the value of any drug in 
a disease of unknown etiology such as rheuma- 
toid arthritis. Since the discovery of cortisone, 
the suggestion of hormone therapy or, in fact, 
any new method of therapy may be expected 
to have a profound psychogenic effect. This 
was strikingly illustrated in several of our pa- 
tients who experienced decreased pain and 
stiffness with increased mobility following the 
injections of normal saline. A few patients 
receiving ‘‘arthrodox’’ reported a temporary 
decrease in stiffness and pain, which oceasion- 
ally was dramatic. In quiescent or relatively 
inactive cases this might well be stimulating 
enough to give rise to increase in functional 
capacity. 

SUMMARY 


1. Fifty patients suffering from rheumatic 
diseases in various stages (37 cases of rheuma- 
toid arthritis, 10 cases of ankylosing [Marie- 
Striimpell] spondylitis, and 3 eases of acute 
gouty arthritis) were treated for periods of one 
to fourteen days by the parenteral administra- 
tion of desoxycorticosterone acetate and ascorbic 
acid. 

2. In most of the patients no obvious change, 
subjective or objective, was noted, A few, how- 
ever, described a temporary relief from stiffness 
and pain, especially after the first injection, and 
sometimes this was dramatic. In view of the 
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psychological factors involved, such temporary 
improvement must be interpreted with caution. 

3. Treatment with desoxycorticosterone acetate 
and ascorbie acid for periods up to fourteen 
days was found to have no effect on the activity 
or the progression of the diseases as shown by 
the degree of swelling, the erythrocyte sedimen- 
tation rate and serum protein fractions. 

4. The injection of desoxycorticosterone ace- 
tate and ascorbic acid did not have any effect on 
the total circulating eosinophil counts or glucose 
tolerance curves such as are found after therapy 
with cortisone or ACTH. 
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FLAXEDIL,* A NEW CURARIZING 
AGENT 


F. A. Walton, M.D.+ 
New Westminster, B.C. 


INCE Griffiths? first used curare (an alkaloid 

prepared from several South American 
plants) for the purpose of obtaining muscular 
relaxation during general anesthesia in 1942, 
research has been directed towards preparing 
synthetic muscular relaxants which would 
necessarily have a more constant amount of 
active principle and also a more reliable source 
of the raw materials, and possibly less of the 
undesirable effects of curare such as respira- 
tory depression, hypotension and _ broncho- 
spasm,? the latter two of which are due to the 
liberation of histamine.® 

Bovet and Halpern e¢ al.,*.> working in the 
research laboratories of Rhéne-Poulenc-Specia 
in France investigated the pharmacological 
properties of several synthetic curarizing 
agents 3,381 R.P.; 3,602 R.P.; 3,565 R.P., ete. 
The compound 3,697 R.P., (flaxedil) was 
finally selected for clinical study and the first 


* Kindly supplied by Poulene Fréres of Canada, Ltd. 

t Anesthetist, Royal Columbian Hospital, New West- 
minister, B.C. Formerly with the Winnipeg General 
Hospital. . 


clinical trial on 127 cases was reported on by 
Huguenard and Boué in 1948. Mushin e¢ al.” 
reported in April, 1949, on the effect of flaxedil 
on cats, conscious human volunteers, and on 
45 adult patients undergoing major abdominal 
operations under cyclopropane or light ether 
anesthesia. 


The present paper is a report based on the 
administration of flaxedil to 100 patients under- 
going surgery between April 16 and August 19, 
1949. The results are compared in part with 
a similar series of 100 patients who received 
d-tubo-curarine chloride as the relaxing agent. 


Chemical constitution.—Flaxedil is tri- (diethyl amino- 
ethoxy) benzene tri-ethyl iodide, (Cy Hg O; N; I;). It 
has a molecular weight of 891. In pure form it occurs 
as a white, amorphous, odourless, slightly bitter tasting 
powder. It has a melting point between 145 and 150° C. 
It is very soluble in water, in ethyl alcohol and in methyl 
alcohol. It is slightly soluble in ether, benzene and 
chloroform. 


Pharmacology: action on muscles.—Flaxedil in ade- 
quate dosage relaxes striated muscle, apparently in the 
same manner as curare,§ i.e., by preventing the muscle 
response to nerve stimulation, probably by direct action 
on the receptor substance in the muscle. Complete 
relaxation of the flexor muscles of the forearm and the 
abdominal muscles, without decreasing respiratory 
volume, can be obtained in the conscious volunteer with 
dosages of about one mgm. per kg. of body weight.? 
The order of relaxation is the same as with curare, i.e., 
eyelids, jaws, extremities, abdominal muscles, the glottis 
and lastly the diaphragm. The margin of safety be- 
tween abdominal relaxation and diaphragmatic paralysis 
is slightly greater than with d-tubo-curarine chloride.? 
The paralyzing effect can be quickly reversed, as with 
curare, by the intravenous injection of prostigmine, 0.5 
to 2.5 mgm. in 1/2,000 solution. This must always be 
preceded by atropine 1/150 to 1/200 gr. intravenously. 

Circulatory system.—Vascular tone is not depressed 
and the myocardium in unaffected. Bleeding and clotting 
time are not prolonged. There is no fall in blood 
pressure in dogs even with many times the paralyzing 
dose. 


Autonomic nervous system.—There is no effect on the 
bowel and vomiting is not induced in man or animals. 
The skin appearance is unaltered and there is no increase 
in salivary or bronchial secretions. There is a complete 
absence of any histamine effect which has been reported 
with curare.3 to 9 


Toxicity.—Flaxedil is 1/5 as toxic as curare in mice 
and 500 times the curarizing dose in rabbits under 
artificial respiration is necessary to kill. 

Clinical application.—The first few cases in 
which flaxedil was used in this series were of a 
minor nature and only small doses were used. 
As confidence was gained, no selection of cases 
was made until near the end of the series when 
patients with a very rapid: pulse or who were 
thought likely to develop tachycardia were not 
given the drug or it was used in conjunction 
with d-tubo-curarine chloride. For purpose of 
comparison 100 similar cases who had received 
curare were selected from my case cards by a 
disinterested observer, the basis of selection 
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being the type of operation and age. These latter 
cases had all been operated on during the past 
year. 

Preoperative sedation.—In both series this 
consisted of medinal gr. 5 or seconal sodium gr. 
11% the night before operation and morphine 
gr. 1/6 or demerol 100 mgm. with atropine 
1/150 gr. one hour preoperatively. These doses 
were altered slightly on occasion to suit the 
case. 


Method of administration.—All cases were in: 


duced with pentothal 214% and all cases were 
carried on approximately 60% nitrous oxide 
and 40% oxygen administered with a closed 
circle absorber Heidbrink anesthetic machine. 
This percentage was obtained by running the 
nitrous oxide and oxygen at at least one litre 
per minute, along with periodic emptying and 
refilling of the rebreathing bag with fresh 
nitrous oxide and oxygen to replace the inert 
nitrogen: 30% of the flaxedil cases received 
minimal cyclopropane as well, usually near the 
end of the surgical procedure, and two cases 
received some ether. Five cases also received 
some d-tubo-curarine as well. In the curare 
series 25 patients received some cyclopropane 
and 3 cases some ether. 

In the first few cases flaxedil was given after 
the induction of anesthesia and as necessary 
during the operation to produce good operating 
conditions for the surgeon. Later, when its 
potency was better understood it was admin- 
istered mixed with the 244% pentothal, 60 to 
80 mgm. of flaxedil (20 mgm. to each e.ce. of 
solution) being added to 0.5 gm. of pentothal 
dissolved in 20 ec. of normal saline. This 
addition was made by drawing the flaxedil into 
a 5 ¢.c. syringe and then inserting the No. 23 G. 
needle into the tit of the 20 e¢.c. pentothal 
syringe with the latter’s plunger withdrawn to 
make an air pocket and injecting the flaxedil 
fairly rapidly to achieve thorough mixing. No 
precipitate followed this mixing. Depending 
on the vigour of the patient and the contem- 
plated operation any amount from no flaxedil 
up to 80 mgm. was injected into the second 20 
c.c. syringe containing 244% pentothal. When 
intubation was to be performed, the patient was 
usually allowed to breathe 100% oxygen for 
two or three minutes following which an esti- 
mated dose of flaxedil was administered intra- 
venously. The patient was then observed until 
he showed signs of discomfort or depressed 
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respiration, which usually occurred in about 
11% to 2 minutes, at which time pentothal was 
given through the same needle in sufficient 
amounts and visual oral intubation performed. 
Intubation done in this manner insures peak 
action of the flaxedil and good oxygenation at 
the time of and following the intubation. 
Cyanosis does not occur. The depth of anexs- 
thesia and relaxation needed for atraumatic 
easy oral intubation usually meant that apnoea 
was present during and for a few minutes fol- 
lowing intubation. This was easily corrected 
by intermittent manual compression of the re- 
breathing bag before and after intubation. In 


ett te. saae 
| I, 
i 
pote 
eo 















2 
SSeR ae 





60 70 80 90 100 1101201301,0150 16017018 190200 
WEIGHT IN LB. 


Fig. 1.—Illustrating the wide range of dosage 
needed in relation to weight to achieve comparable 
relaxation, i.e., sufficient relaxation for the first 45 
minutes of a laparotomy or for easy oral intubation 
with light pentothal anesthesia. 

(Each circle represents one case.) 


the curare series similar methods of mixing and 
administration of the drugs were used. 
Dosage.— The average amount of flaxedil 
used in this series was 96.6 mgm. The largest 
amount was 220 mgm. for a gastrectomy and 
colectomy (carcinoma) in a 65-year old man in 
fair condition, weighing 190 lb. The operation 
lasted three hours and the patient did very well 
postoperatively. The smallest amount used 
was 40 mgm. for an appendectomy in a young 
man of 32, weighing 175 lb. and of a sedentary 
type. Anyone familiar with curare can gauge 
the necessary dose of flaxedil quite readily. 
It was soon apparent that as with curare, the 
amount of flaxedil needed was largely inde- 
pendent of the weight of the patient but very 
closely related to his or her vigour, age and 
muscular development. Thus young farmers 
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take the largest doses whereas obese elderly TaBie II. 

women of a sedentary occupation take the Ace DiIstRIBUTION—YEARS 

least. Fig. 1 illustrates the wide range of Flazedil  Curare 
dosage used in relation to weight. 

The dosage of each drug required to produce ee PROS ESS AESS ELSES SEAT a ; a 
relaxation for the first 45 minutes of all the Gysos3 70 andover................. 80 9 
laparotomies in both series was averaged and Cases 50 to 70...............-200- 23.0 28 
compared and it was found that 15 mgm. of Average age...................... 43.5 43 
d-tuboeurarine chloride was equivalent to 84 
mgm. of flaxedil in relaxing power, or stated TABLE III. 
another way, 100 units of curare equals 84 Sex DistriBuTION 
mgm. of flaxedil, or again, 5 ¢.c. of curare as a 
equals approximately 4 ¢.c. of flaxedil (20 a ee 
mgm. to each c.e. of flaxedil). Pbaccttdatunbawevhacswnseains 51 42 

‘ — NS 4: Aiune'6s AkdARS ASed as 

Preoperative state and complications.—Tables _— a= = 
I to IV illustrate the types of operations, age, TOMB 6 oc cccessntosnecss 100 100 
sex and estimated operative risks of the pa- 
tients in both series. Table V illustrates the Tasty IV. 
preoperative complications. It will be seen Eermatep Orzrative Risk 
that all types of patients were included in the = 
flaxedil and ecurare series and that many cases Flazedil — Curare 
were poor risks. aiid bank orcas naeegnesetnss 70 73 

: - ahs 44 oad hnnsa545eseeenue 18 19 

Operative course—Table VI shows the dura- p,,  ..-——ss—s——isisisiCS 11 8 
tion of the operations. It was noticeable that  Serious.............0.ceceeccecce 1 0 
patients receiving flaxedil looked very well ee 100 100 
throughout their operations, being a normal 
slightly pink colour in most cases whereas 
those receiving curare not infrequently looked TasuE V. 
pale and occasionally slightly gray in colour. PREOPERATIVE COMPLICATIONS 

T I Flazedil Curare 
ABLE l. nc it AANA nani 
OPERATIONS PERFORMED WITH THE AID OF FLAXEDIL aay ood cough or cold........... 22 19 
AND CURARE Emphysema and/or severe cough. 7 6 
IN 6 5c tnKeusivnaen 7 
ven sahaie PE biicavanwscawdvatend 35 32 
: Cardiovascular 
one ao : Moderate hypertension......... 3 1 
Peccetiiaathen — 1 0 Moderate arteriosclerosis and/or 
Contdokene BPRAS RSE RRO RAE 3 3 severe hypertension......... 10 7 
Total so te 1 1 Auricular fibrillation and/or coro- 
gia’ siaieamianny Seem mee Nee wie 4 5 nary occlusion or heart block. 15 10 
Cholycystectomy.................. 9 9 ae ” dade 
Common bile duct................ 4 4 Total PR ee ee eee 28 18 
Other upper abdominal operations... 8 4 Metabolic | 
PPORWEG GROBOUIONS... . wc cece scenes 11 14 Jaundice. .........ceeeeseseees 1 1 
Appendectomy eens inne See 2 ee Aad 7 7 Diabetes. i 0 1 
Herniorrhaphy..................:. 5 6 Toxic thyroid...........++.++.. 1 1 
eaten. s Vile abies seek ee’ 2 2 ve = 
PIMOURROOROUNY . .. -. ccc cs cccccces 1 0 Total. .......-++eeeeeeeees . 3 
Supra-pubic cystotomy............ 1 1 Neurological hemiplegia............. 1 0 
Lumbar sympathectomy........... 2 2 
a = eS aan Shy eli ed raid 6 12 
ID os vc ckdiuren vanes 1 1 TABLE VI. 
Readienl Tialstead...........ccccess 2 2 
Perineal er CR eee ee ee ee 6 ‘ DURATION OF OPERATIONS—MINUTES 
Intervertebral discs................ 5 6 ane 
er iG cohen adie dave 8 4 Flazedil Curare 

I 6 060d cia nenaiaeawens 6 5 

Dilate cesophagus................. 1 0 Sinn cdesdhvacdousaeieeeus 250 180 
— — hina cedueadontWesecitene’ 5 15 
ks kisiccnsiaeahatnekacadoaitl 100 100 Pid cbc ben ceeeeeeacnaes 63 80 




















WALTON: 





126 


Cardiovascular system. —It was noteworthy 
that the blood pressure was unusually well 
sustained when using flaxedil even when the 
patient’s position had to be changed from the 
supine into the prone or lateral positions after 
the induction of anesthesia. Only two cases 
had a systolic blood pressure under 100 mm. of 
Hg. at any time during or after their opera- 
tions and then only for about 15 minutes each. 
In case No. 66, an 11-year old Indian girl, who 
was to have a lobectomy performed, the 
systolic blood pressure dropped from 120 to 75 
mm. of Hg. following half a gram of pentothal 
and 80 mgm. of flaxedil for intubation. This 
was probably an overdose as controlled respira- 
tion was needed for the duration of the hypo- 
tension. The blood pressure had risen to 120 
mm. of Hg. within about 15 minutes without 
any treatment and the operative course was 
uneventful except for a tachycardia of 150 to 
160 per minute until near the end of the opera- 
tion. The immediate preoperative pulse rate 
in this child was 160 per minute. Case No. 97, 
a woman of 61, was having an intervertebral 
dise exploration, after removal of a spinal bone 
graft, and bleeding from extra-dural veins was 
quite excessive. The systolic blood pressure 
was around 85 to 90 mm. of Hg. for ten minutes 
in this case. Eighteen cases in the curare series 
had a blood pressure under 100 mm. of Hg. at 
some time during the operation. 








TABLE VII. 
AVERAGE PULSE RATES 
Flazedil Curare 
Immediate preoperative............ 101 96.0 
| ee err ree 102 88.8 
PN I. mia ccc sengewiws 4 2.0 


The pulse rate (Table VII) was faster in 
most cases than is usual when curare is being 
used. This was never alarming and only exces- 
sive in two cases, No. 66, the Indian girl quoted 
above, and in case No. 72, a 48-year old man, 
a eandidate for decortication of a chronic 
empyema, who had a blood pressure of 210/135, 
considerable expectoration and marked club- 
bing of the fingers. His pulse gradually rose to 
145 per minute after being placed in the prone 
position. The blood pressure was well sus- 
tained despite extensive decortication of the 
lung. The pulse was 100 per minute four hours 
postoperatively. Despite these two cages many 
patients had an immediate preoperative pulse 
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rate of 110 to 130 per minute due to appre- 
hension which settled to normal rates shortly 


after the induction of anesthesia. This tachy- 
cardia has been avoided latterly by giving 
curare and flaxedil in about equal amounts to 
those patients in whom a tachyeardia might 
be expected to occur, 2e¢., children, hyper- 
tensives, and the very ill or toxic patient. In 
this way a summation of the relaxant action of 
the two drugs is obtained without their bad 
effects. 


The amount of bleeding was noted in most 
cases and a summary is contained in Table X 
comparing the flaxedil and curare cases. In 
no case was the bleeding serious and the arbi- 
trary classification used was based on how 
much bleeding the anesthetist and surgeon 
expected in any particular case. It will be seen 
that bleeding was apparently not affected by 
flaxedil. Blood transfusions were given as 
needed and the distinct impression was gained 
that the patients receiving flaxedil needed less 
blood administration than those cases which 
received curare. This was apparently due to 
a lack of a depressing action on the ecardio- 
vascular system of flaxedil. 


Respiratory system. — Flaxedil, like curare, 
completely eliminated coughing and laryngo- 
spasm during anesthesia. The respiratory rate 
varied from 12 to 60 per minute, being more 
rapid in light anesthesia, and usually between 
15 to 80 per minute. Table [IX compares the 

















TaBLeE VIII. 
ESTIMATED BLEEDING AT OPERATION 
Flazedil Curare 
6d 2 ob aus ara ee win bem 35% 24% 
a a2 Lg sia hcaug acto wim wonepatbes 47% 51% 
PIII 5 hess kacc cin ndne er 18% 25% 
TABLE IX. 
RESPIRATIONS DURING OPERATION 
Flaxedil Curare 
Normal throughout................ 42% 20% 
Assisted or augmented respiration... 48% 67% 
Artificial or controlled respiration... 15% 13% 
Ue ee ee ae ae 5% 1% 


effect of flaxedil and curare on the respiratory 
excursion. Assisted or augmented respiration 
was used in all cases where the slightest doubt 
of the adequacy of the tidal volume existed and 
in some eases the depression was probably due 
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to the pentothal, the preoperative sedation, or 
the position on the operating room table. It 
was often required only occasionally or inter- 
mittently. These cases are included in the 


table as requiring assisted respiration. Con- 
trolled or artificial respiration was seldom 
needed for more than five or ten minutes and 
was often needed following the deep anesthesia 
used for intubation, 9 of the 15 patients receiv- 
ing flaxedil, and needing controlled respiration, 
having been intubated. 


It was noted when using flaxedil that when 
temporary apnoea occurred, due to excessive 
stimulation, as when pulling on the gall 
bladder or palpating the common bile duct, 
that the lungs were very easily inflated, which 
was not always the case when using curare in 
a similar light stage of anesthesia. This infla- 
tion of the lungs during excessive stimulation 
is very easy when the patient is intubated. It 
is not so easy, but quite adequate when the pa- 
tient is not intubated, due to a partial adduc- 
tion of the vocal cords. Case No. 68 illustrates 
this. This was an extremely difficult choly- 
cystectomy which necessitated constant and 
severe tugging on the gall bladder for about 
20 minutes. Although the patient was not 
intubated a good respiratory exchange was 
maintained by intermittent manual compres- 
sion on the rebreathing bag, although adductor 
spasm of the cords was present a good part of 
the time. It was of interest that immediately 
following the clamping of the cystic artery 
breathing became free and adequate and no 
more pentothal or flaxedil was required for 
the completion of the operation which lasted 
about one hour altogether. The blood pressure 
was unaffected and the pulse was between 100 
and 110 per minute. The surgeon was quite im- 
pressed by the amount of trauma inflicted on 
the patient without a complaint from the 
anesthetist. The patient was awake in the 
operating room immediately postoperatively. 


Hiccoughs (Table IX) occurred in five cases 
receiving flaxedil. All these occurred during 
light anesthesia and two of them at the precise 
moment that the mesentery of the appendix 
was clamped, presumably due.to the stimula- 
tion of the sympathetic nerve supply in the 
mesentery. The other three cases occurred 
during a gastrectomy, while working on the 
duodenum, during a_ cholecystectomy when 
suturing the gall bladder bed, and the last 
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one while closing a perforated peptic ulcer. 
The hiccoughs in the last case were apparently 
precipitated on two occasions by starting as- 
sisted respirations. In four of the eases the 
hiecoughs ceased after deepening the anes- 
thesia while one case received intravenous 
procaine for the purpose. Baird’? reported a 
3% incidence of hiccoughs during pentothal 
curare anesthesia. 

Perspiration was noted in three eases receiv- 
ing flaxedil, this was not excessive and oc- 
curred during hot weather. The bowel was not 
affected one way or another, being neither 
dilated nor contracted and peristalsis was not 
especially in evidence. Priapism occurred in 
a boy of ten having an appendectomy per- 
formed with the aid of flaxedil. This persisted 
throughout the operation. The appendix was 
not acutely inflamed. 

Postoperative course.-—This was most satis- 
factory in both the curare and flaxedil ‘series 
although the patients who had received flaxedil 
had a better colour in the immediate post- 
operative period. Over 50% of both series were 
awake by the time they reached the ward and 
94% within half an hour of returning to the 
ward. 

Practically all patients were seen at least 
once postoperatively. and usually oftener. 
Nearly all the patients were up and walking, 
usually once around the bed, the same evening 
and at least t.id. thereafter. Postoperative 
complications are summarized in Table X. 
Atelectasis occurred following lobectomy in 








TABLE X. 
PosToPERATIVE CoMPLICATIONS 
Flazedil Curare 
Respiratory 
ee ee eee ere er 6 5 
pS Ee ee a 3 
LO) Sa ee eS ee 9 8 
Cardiovascular 
Mild circulatory depression...... 3 2 
Severe circulatory depression.... 0 0 
Deep venous thrombosis. ....... 0 1 
A RARUNA  aa'5 ri8 <4.doe Gala ey 3 3 
Urinary 
Catheterized times one.......... 3 2 
Catheterized times two......... 1 1 
Te a te es 4 3 
Vomit under 24 hours.............. 17 19 
Vomit over 24 hours................ 3 4 
PUNO 35 Sean rt Me gro Sita 20 23 
1 
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two eases in the curare series and in one 
lobectomy in the flaxedil series—the other cases 
of atelectasis followed upper abdominal opera- 
tions. Any increase in the preoperative 
respiratory morbidity, apart from atelectasis, 
was classified as a mild respiratory complication. 

The circulatory depressions (Table X) were 
mild and responded readily to simple electro- 
lyte intravenous therapy, only one case (curare 
series) required blood postoperatively. Vomit- 
ing was about equally common in both series, and 
as expected, was much more common in women, 
17 women vomiting and only 3 men in the 
flaxedil series. Eighteen women and 5 men 
vomited in the curare series. Mostly, the vomit- 
ing was mild in character and not violent nor 
unduly distressing. It was thought to be due 
to morphine or demerol in several cases, and 
in some cases appeared to be due to the unwise 
administration of fruit juice or jelly on the 
same’ day as the operation. 

Urinary retention was not a serious factor 
in any case and always subsided when the pa- 
tient could get to a toilet or a commode. 

Bilateral deep thrombosis of the leg veins 
occurred in one case in the curare series. This 
responded to dicoumarol therapy and ambula- 
tion was continued. This patient had nearly 
died from a pulmonary embolus several years 
ago following an appendectomy. 

There was one death in each series. The pa- 
tient in the flaxedil series was a man of over 
50 years of age who was brought to the operat- 
ing room in a semi-moribund state and suffer- 
ing from a recent hemiplegia. He had bilateral 
burrholes made in the parietal regions of his 
skull and some yellowish subdural fluid evacu- 
ated on each side. He died 4 days postopera- 
tively. Post-mortem revealed a large left 
cerebral hemorrhage and moderate conus 
medullaris. 


The death in the ecurare series followed a 
drainage of the common bile duct in a 60-year 
old woman with severe progressive jaundice 
(icterus index 176) and subacute hepatitis. No 
disease of the bile ducts was present and she 
was overtreated with sodium chloride intra- 
venously postoperatively, developed marked 
generalized edema on the third day, and died 
in coma on the sixth day postoperatively. Post 
mortem revealed acute yellow atrophy of the 
liver. It is felt that neither death was-related 
to the drugs used. 





Six cases in the flaxedil series were given 
prostigmine 0.5 to 1.5 mgm. (1/2,000 solution) 
along with atropine 1/150 to 1/200 gr. at the end 
of the operation. These were all short operations 
where good relaxation was needed for the pro- 
cedure, but the respiration was not considered 
adequate at the termination of the operation. 
The prostigmin was effective within 5 minutes 
in each ease, 


DISCUSSION 

It would seem from the experiences with the 
cases outlined above that flaxedil is a useful 
addition to the ansthetist’s armamentarium. 
As with curare, patients can be subjected to all 
forms of surgery while receiving only small doses 
of relatively non-toxic anesthetic agents, It is 
superior to curare in that bronchospasm and 
hypotension do not occur and that respiration 
is less depressed with comparable relaxant doses. 
A disadvantage is the occasional occurrence of a 
tachyeardia which, however, seems harmless and 
is self-limited. 

Contraindications to the use of flaxedil are 
the same as curare, 7.e., myasthenia gravis and 
possibly asthma, although it would appear to be 
a safer drug than curare in asthmatics. In addi- 
tion it would seem advisable not to use it or to 
use only small doses where a tachycardia exists 
or seems likely to occur under anesthesia, ¢.g., 
in hypertensives or severe toxic states. This 
tachycardia would appear to limit the use of 
the drug in very young children. 

Smaller doses of flaxedil would be adequate 
where cyclopropane or ether was the main 
anesthetic. 

It should be noted that adequate operating 
conditions obtained throughout all these anes- 
theties. 


SUMMARY 
1, The properties of a relatively new muscle 
relaxant drug (flaxedil) have been reviewed. 


2. Clinical results of its administration to 100 
patients undergoing surgery have been described 
and compared with 100 similar patients who 
received curare, 


3. Contraindications are stated. 


REFERENCES 
. we “eit me H. _ AND JOHNSON, G. E.: 
; Wiireacnt, Re J. AND FISHER, A. J.: Anzxsthesiology, 


i LANDMESSER, C. M.: Anzsthesiology, 8: 506, 1947. 

. Personal communication: Documentation No. 4, 
ag ag Scientific aetna. 

. Bovet, D., CoURVOISIER oer R. AND HORCLOIS, 
R. O.R. Acad. Sci., Paris. : 597, 1946. 


Anzxsthesiology, 


ao Fo bw 











Canad. M.A. J. 
Aug. 1950, vol. 63 


GRACE: PERTUSSIS VACCINE 


129 


eee eee 
———eeEICICUCUCUCoi SI E—————— SL —':'rf!:??e 


. HUGUENARD AND Bouk: Société d’Anesthésie, Seance 

June 17, 1948. 

. MUSHIN, W. W., WIEN, R., Mason, D. F. J. AND 
LANGSTON, G. T.: Lancet, 256: 726, 1949. 

STEINMAN, S. E.: Am. J. Physiol., 140: 269, 1943. 

‘ a, fa AND Dripps, R. D.: Anzxsthesiology, 7: 
260, fe 

10. BarrD, J. W., Warp, R. J. AND VAN BERGEN, F. H.: 

Anzxsthesiology, 9: 141, 1948. 


coo 1 


RESUME 


L’auteur résume son expérience avec l’emploi du 
flaxédyl chez cent opérés par comparaison a cent autres 
ou le curare fut employé. Ce nouvel agent curarisant 
de synthése est une addition de valeur aux médicaments 
employés couramment par 1l’anesthésiste. Comme avec 
le curare le patient peut subir n’importe laquelle inter- 
vention chirurgicale tout en ne recevant que de trés 
petite doses d’agents anesthésiques. Il est supérieur au 
curare parce qu’il ne produit pas ni de spasme bronchique 
ni d’hypotension. De plus la respiration est déprimée 
& un moindre degré. Cependant l’auteur a souvent 
remarqué qu’une tachycardie d’ailleurs bénigne se 
produisait. Les contre-indications sont les mémes 
qu’avec le curare. Il n’est pas nécessaire d’employer 
d’aussi grosse dose qu’avec le curare lorsque le cyclo 
est l’agent anesthésique. YvES PREVOST 








CONVULSIONS AND HEMIPLEGIA IN 
PERTUSSIS PROPHYLAXIS 


H. B. Grace, M.D. 
London, Ont. 


ILD to moderately severe local and febrile 
reactions to pertussis vaccine are commonly 
encountered, and have not caused great concern. 
Recent studies in the United States have, how- 
ever, indicated that grave reactions may occur 
on rare occasions following the use of pertussis 
vaccine and other biological products, These 
include convulsive seizures with or without per- 
manent cerebral damage. A number of these 
have ended fatally. Such reactions have not 
been reported in Canada to date, despite the 
widespread use of pertussis vaccine over the past 
decade. 


As early as 1933 Madsen reported that two 
infants in Denmark in the neonatal period had 
died shortly after the administration of pertussis 
vaccine. In 1948 Byers and Moll? reported in 
detail on encephalopathy following the use of 
this vaccine. During the period between 1939 
and 1947 there had been fifteen instances in 
which admissions had been made to the Chil- 
dren’s Hospital of Boston for this complication ; 
two of these cases died. In the same period there 
were 8 admissions for cerebral damage following 
smallpox vaccination, and 26 cases in which 
encephalopathies occurred following pertussis 
infection. They also reviewed the literature on 
these complications in pertussis prophylaxis. 





In 1949 Toomey® reported on information re- 
ceived after solicitation from a large number 
of physicians who were concerned with pertussis 
immunization. The replies indicated 38 in- 
stances in which reactions occurred that were 
sufficiently severe to produce convulsions, Two 
of these cases are known to have died. 

Following are descriptions of two cases in 
which severe untoward reactions occurred after 
administration of the triple antigen prepara- 
tion* most commonly used in this country at the 
present time. 


CASE 1 


C.H., a white female infant of seven months received 
the first dose of multiple antigen in my office on May 
28, 1948. Five hours later the mother noticed a general 
reaction consisting of fever with malaise and irritability. 
Nine hours after inoculation the mother reported the oc- 
currence of a convulsion, and the baby was seen in the 
early stage of seizure. The clonic movements were pre- 
dominantly right-sided, involving the right arm, right 
leg, and right side of the face; the head was kept 
turned to the right. In spite of the evident deep coma, 
shrill shrieking noises were emitted during the most 
violent phase of the seizure, which lasted well over two 
hours. The highest rectal temperature recorded during 
the convulsive seizure and afterwards was 102°. Pheno- 
barbital sodium and rectal chloral hydrate were used 
to control the spasms. 


Twitchings of the right side of the body recurred for 
the next two days in milder form. On admission to the Lon- 
don War Memorial Children’s Hospital, on May 31, Dr. 
H. 8. Little was consulted. There was little active use of 
the right arm and leg and there was paresis of the right 
sixth and seventh cranial nerves. Mild twitchings ef 
the right side of the body continued, and spasticity was 
noted in the right arm and leg. The eyegrounds ap- 
peared normal. It was felt at this time that some per- 
manent cerebral damage had occurred involving princi- 
pally the left cerebral hemisphere. On June 2 the pa- 
tient was transferred to the Toronto Hospital for Sick 
Children for further investigation. On discharge from 
that hospital two days later there was slight noticeable 
improvement in voluntary movement of the affected 
arm and leg; the twitchings had ceased. 

Spinal fluid was under normal pressure; 2 cells per 
c.mm.; 25 mgm. total protein, 60 mgm. sugar, 745 mgm. 
chlorides %. Colloidal gold reaction was negative. Hb. 
12.6 gm. %, white blood cells 8,200. Blood Wassermann 
was negative. Serum Ca. 11.1 and P. 4.8 mgm. %. 
Fasting blood sugar 110 mgm. %. 

Further progress.—On June 30, neurological examina- 
tion was made by Dr. W. S. Keith in Toronto. He re- 
ported that there was fairly good return of function of 
the sixth and seventh cranial nerves, but due to per- 
sistence of hemiparesis of right arm and leg, he felt 
that there had been considerable and fairly persistent 
damage to the left parietal and frontal lobes. 

On September 12, the patient was again admitted to 
the War Memorial Children’s Hospital’ in a convulsive 
seizure accompanying an attack of acute otitis media. 
On this occasion the rectal temperature rose to 104° FP. 
The convulsion was rapidly controlled and recovery was 
prompt when the acute infection subsided. There was no 
evidence of further residual encephalopathy following 
this episode. 

Improvement of function of the right leg has been 
greater than that of the right arm. She was able to 
walk unaided at fifteen months of age. At first the 
gait was of the typical hemiplegic type with the right 


*The Connaught Medical Research Laboratory, Uni- 
versity of Toronto. 
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leg swinging out a good deal; this has noticeably im- 
proved. Some atrophy is still present in the muscles of 
the right leg but atrophy is more marked in the right 
arm, especially in the forearm and hand. Mild seizures 
of petit mal type have occurred at frequent intervals 
during the past year but these have become rare in the 
past few months. At twenty-nine months of age speech 
is much retarded. In the field of behaviour there is 
marked restlessness both day and night, destructiveness, 
and inability to concentrate on normal play; this has 
necessitated psychiatric guidance. 

Past history.—This patient was born full term and 
delivery was normal. Birth weight was 6 lb. 10 oz. At 
seven months the weight was 17 lb. Development was 
normal up until the time of administration of triple 
antigen when the infant was seven months of age. A 
paternal aunt and uncle died in infancy in convulsions 
of undetermined origin. 


The preparation used was a fluid form of 
diphtheria toxoid, pertussis vaccine and tetanus 
toxoid (combined). The dose given was 1% c.e. 
which contained approximately 1114 billion 
killed bacilli from strains in Phase I. H. per- 
tussis, 15 Lf’s of diphtheria toxoid and 5 Lf’s 
of tetanus toxoid. It has been my practice for 
several years to use this smaller initial dose in 
an effort to minimize the general reactions com- 
monly encountered. 


CASE 2 


V.R., a white 3-year old girl received the third dose 
of triple antigen on December 13, 1949, through the 
City Department of Health immunization program. 
Eleven hours later vomiting occurred and a convulsive 
seisure followed shortly; she was admitted to the War 
Memorial Children’s Hospital. Loud shrill noises were 
present during the stage of clonic movements. The 
twitching was most marked on the left side of the body 
including the face. Rectal temperature did not exceed 
100.2° F. Symptoms were controlled within an hour 
by the use of phenobarbital sodium. She was discharged 
from hospital in two days without evidence of permanent 
cerebral damage. 

Past history.—She was born two months prematurely, 
weighing 3 lb. 4 0z.; development was normal; she 
talked at twelve months. There was a previous admission 
to War Memorial Children’s Hospital on October 23, 
1949, in a generalized convulsive seizure. An acute 
tonsillitis was present; the rectal temperature was 102° 
F. She had received her first dose of triple antigen 
thirty-eight hours previously. Recovery was rapid and 
complete when the infection cleared. The second dose 
of triple antigen resulted only in some malaise during 
the same evening. The family history disclosed that a 
paternal aunt and uncle had suffered from convulsions. 


The preparation used in this case was similar 
to that of Case 1. The amount injected at each 
inoculation was 1 ¢.c. which contained approxi- 
mately 221% billion killed bacilli from strains in 
Phase I. H. pertussis, 30 Lf’s of diphtheria 
toxoid and 10 Lf’s of tetanus toxoid. 


COMMENT 
The convulsions which occurred in these two 
eases differed from the usual febrile convulsions 
in some respects, The fever attained was lower 


than that usually associated with the febrile con- 
vulsive state. 


The convulsive movements were 
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predominantly one-sided ; right-sided in Case 1, 
and left-sided in Case 2. During the period of 
coma there was prolonged stimulation of the 
voice mechanism causing shrill shrieking noises. 


Both cases showed other evidence of convul- 
sive tendency. In Case 1 a convulsive seizure 
occurred three months after the initial one when 
2a middle ear infection developed. In Case 2 a 
preceding convulsion had occurred during an 
attack of acute tonsillitis; whether the first in- 
oculation given thirty-eight hours previously 
contributed to the attack is problematical. In 
both cases there was some family history of 
convulsions. 


In Case 1 the clinical manifestations of the 
encephalopathy produced were similar in many 
respects to those which may occur following per- 
tussis infection. Litvak et al.* have recently 
reviewed the latter type of encephalopathy in 
detail. 


The mechanism which may produce a danger- 
ous reaction is not clear, although a variety of 
possibilities has been suggested. The only com- 
mon factor in all cases reported was the use of 
some form of pertussis antigen. In two of the 
reports previously mentioned” * the products of 
at least eight manufacturers had been employed 
in the immunizing procedures. In most cases 
fluid pertussis vaccines were used; a few prep- 
arations were combinations with diphtheria 
toxoid and tetanus toxoid; in one triple antigen 
the pertussis component was alum-precipitated. 
A fatal case of Globus and Kohn* had received 
a detoxified formolized filtrate of pertussis anti- 
gen vaccine. 


No specific therapy has been suggested for the 
treatment of these untoward reactions. It is 
doubtful if any of our available agents could 
have material effect in modifying the amount of 
cerebral damage once a severe reaction occurs. 
There is not sufficient evidence to indicate that 
the incidence of grave results with pertussis vac- 
cine outweighs the obvious advantages of im- 
munization. However, the evidence thus far 
indicates that there is an increased danger of 
permanent encephalopathy in those subjects who 
have previously demonstrated a tendency to- 
ward the convulsive state, in whom there is a 
family history of convulsions or in those who 
already have some disease of the central nervous 
system. Under these conditions, if used at all, 
the antigen should be administered in decreased 
dosage. It seems superfluous to add that it 
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should be withheld in cases of infection, espe- 
cially those accompanied by fever. 


SUMMARY 


Two cases have been described in which severe 
untoward reactions followed administration of 
multiple antigens for prophylactic immuniza- 
tion. The pertussis component of the prepara- 
tion is considered responsible for the adverse 
effects produced. 

In Case 1 an explosive episode occurred with 
severe prolonged convulsive seizure and right- 
sided hemiplegia. Sequele remain which are in- 
dicative of permanent cerebra! damage. In Case 
2 the reaction was less violent; recovery follow- 
ing the convulsive seizure has been complete. 

Some differences have been noted in the celini- 
eal character of the convulsive seizures in these 
cases as compared with the more frequent febrile 
convulsions. It is suggested that the severe re- 
actions resemble some of those encountered in 
pertussis infection. 

Reference has been made to other reports of 
similar untoward effects occurring with pertussis 
preparations of various types alone or in differ- 
ent combinations with other antigens and manu- 
factured by a number of companies. 

Attention has been drawn to the serious re- 
sults which may occur when pertussis antigen 
is administered to a subject who is predisposed 
to the convulsive state. 
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FRIEDLANDER’S BACILLUS 
MENINGITIS* 


C. W. Holland, M.D.C.M., F.R.C.P.[C.], F.A.C.P. 
Halifax, N.S. 


N 1882 Friedlander announced the discovery 

of a micro-organism which he believed to be 
the cause of lobar pneumonia and which has 
since borne his name. It is now included under 
the genus Klebsiella, the members of which are 
encountered in diseases of the respiratory tract, 
but are not infrequently isolated from sup- 
purative processes in various sites throughout 
the body and may even give rise to a septic- 


* Department of Medicine, Dalhousie University and 
Victoria General Hospital. 7 


emia. Weichselbaum! in 1888 reported the first 
ease of meningitis due to the B. Friedlander. 
That the condition is rare is indicated by the 
various statistical studies available. In 1931 
Rothschild? found only one case in the Ameri- 
can literature and this one ended fatally.* His 
own ease recovered following adequate surgical 
drainage of a subdural abscess secondary to 
otitis media and mastoiditis, and is the only 
incontestable case: with recovery prior to 
sulfonamide therapy. MacKay* (quoting Neal’s 
statistics) found 6 instances of B. Friedlinderi 
meningitis in 3,599 cases of meningitis. Jacob 
and Top® reported 7 in a total of 3,377 cases 
of meningitis in their study. Ransmeier and 
Major’ in a careful review of the literature up 
to 1943 found only 29 cases and added one of 
their own to the list. Since that time 24 addi- 
tional cases have been reported, according to 
Sadusk e¢ al.,’ in 1948. This number can be now 
increased in view of reports by Jacob and Top,® 
and Jobin and Lessard.® No doubt there have 
been other cases either unrecognized or un- 
reported. 


The rarity of Friedlander’s bacillus menin- 
gitis and the comparatively small number of 
successfully treated cases to date, prompted 
the present report of one which had a favour 
able outcome. 


CASE REPORT 


Mr. J.F., aged 57, was admitted to the medical service 
of the Victoria General Hospital on December 14, 
1948, in a semi-comatose state. The patient had been in 
the surgical service from September 6 to September 30, 
with a severe attack of what was considered to be 
obstructive jaundice. His family and personal history 
were non-contributory except for a back injury in 1917. 


On this second admission, a brief history obtained 
from his brother indicated that the patient had been 
apparently quite well since leaving hospital until the 
evening of December 11, when he had a chill and next 
morning he was confused and vomiting, but had no 
headache, earache, or pain of any kind. The tempera- 
ture was 95.4; pulse rate 116; respiratory rate 32. 
Physical examination was rendered difficult by the pa- 
tient’s extreme restlessness and irritability. He was 
very thin. The face was florid and the skin was dry 
and lax, but no icterus was evident. Respirations were 
noisy and rapid. The mouth was kept tightly closed and 
the breath was offensive. There was definite rigidity of 
the neck. The eyes were open and fixed, with pupils 
contracted, equal and responsive to light. Fundi were 
normal. There was an old perforation of the left ear 
drum but no evidence of active infection in either ear. 
The nose was clear. Examination of the heart, lungs 
and abdomen was negative. Blood pressure 120/84. The 
reflexes were diminished and Babinski’s sign absent. 
Kernig’s and Brudzinski’s signs were positive. <A 
tentative diagnosis of meningitis was made. The cerebro- 
spinal fluid was turbid but not under pressure; sugar— 
none; colloidal curve—meningitic; abundant pus cells, too 
numerous to count accurately. Micro-organisms in the 
smear resembled pneumococci. The urine was negative 
except for a trace of albumin, Hb. 15.2 gm., red blood 
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cells 5,330,000, white blood cells 18,700; differential 
count—polymorphonuclears 69%, bands 10%, juv. 9%, 
lymphocytes 12%; Hematocrit 47, Kahn—negative, 
sedimentation rate 14, icterus index 6, blood sugar 120 
mgm. %, non-protein nitrogen 51 mgm. %, total pro- 
teins 8.0 gm., albumin 4.3 gm., globulin 3.7 gm., A/G 
ratio 1.1: 1, cholesterol 194 mgm. %, esters 82%. Blood 
culture was taken and proved to be sterile. Urine and 
stool cultures proved negative for B. Friedlénderi. 
Unfortunately no cultures from the ear, nose or throat 
were made, but examination by a specialist indicated no 
evidence of infection. Portable x-ray of the chest was 
negative. 

Owing to the suspicion that the meningitis was due to 
the pneumococcus, the patient was given penicillin, 
500,000 units intramuscularly every three hours for the 
first 24 hours and 30,000 units intrathecally once daily 
after withdrawing 10 ¢.c. of cerebro-spinal fluid and 
irrigating the canal with normal saline. He also re- 
ceived sulfapyridine 1 gram intramuscularly every 4 
hours. During the first 4 days, fluids were admin- 
istered intravenously and by means of a stomach tube. 
A Foley catheter was inserted and the bladder irrigated 
with potassium permanganate solution at regular 
intervals. 
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FIG.1— EFFECT OF THE 


With the announcement from the laboratory on the 
2nd day that the culture of the cerebro-spinal fluid dis- 
closed B. Friedlinderi, treatment with streptomycin was 
instituted, using 250,000 units intramuscularly every 3 
hours and 50,000 units intrathecally once daily. Peni- 
cillin was continued intramuscularly but not intrathec- 
ally after the 2nd day. The sulfapyridine was continued, 
but on December 16, it was changed to sulfadiazine 
intravenously, 6 gm. daily. On December 17, the patient 
was somewhat brighter and began taking fluids by mouth. 
For several days the spinal fluid remained practically 
unchanged, with marked turbidity, no sugar, protein 
over 500 mgm. %, chlorides about 700 mgm. %, abundant 
pus cells, smears and cultures positive for B. Friedlinderi. 
In view of the evidence of liver damage noted during the 
previous admission and with steady improvement in the 
patient’s condition, sulfonamide therapy was discon- 
tinued on December 19, intrathecal streptomycin on 
December 20. On December 23 the spinal fluid was much 
less turbid and the culture yielded no growth. The pa- 
tient’s temperature, pulse and respiratory rates gradu- 
ally dropped and were normal 12 days after .his admis- 
sion. Streptomycin intramuscularly was discontinued on 
January 3, 1949, for a total of 36,750,000 units. Peni- 


cillin was discontinued on January 5 for a total of 
21,200,000 units. The spinal fluid was clear on January 
8, the cell count was only 150, sugar decreased, protein 
280 mgm. %, chlorides 660 mgm. %, and mononuclear 
cells replacing the polymorphonuclears. On February 11, 
it was clear, sugar slightly decreased, protein 100 mgm. 
%, chlorides 700 mgm. %, cells chiefly mononuclears, 
and no organisms in the smear or culture. 

During the period of convalescence various tests were 
done to determine liver and kidney function. These indi- 
cated slight impairment of both. The electrocardiogram 
showed low voltage only. By January 26, the patient 
was permitted to sit in a chair. About this time he 
complained of headache, backache and pains in the legs. 
The physical signs of meningitis had long since dis- 
appeared and there was no evidence of phlebothrombosis. 
However, an x-ray of the spine revealed partial destruc- 
tion of the lower margin of the sixth dorsal vertebra 
and the upper margin of the seventh, with collapse be- 
tween these vertebre. There was also marked hyper- 
trophic bone changes in the lumbar vertebre. It was 
felt that the dorsal deformity might be due to tuber- 
culosis or to the injury in 1917, but that it was inactive 
and did not require surgical treatment. The headache, 
backache and pains in the legs shortly subsided. The 
patient continued to improve and was discharged on 
February 28, with instructions to return in one month. 
He has not returned to date as he has been feeling so 
well that he does not consider re-examination necessary. 

Table I shows the changes in the cerebro- 
spinal fluid from the date of admission until 


the final examination on February 11. 


COMMENT 


Though the total number of cases reported 
to date is rather small for any statistical con- 
clusions, some pertinent facts seem evident. 
The disease occurs chiefly in infants and older 
adults, and three times as often in males as in 
females. The most common portal of entry of 
the organism would appear to be through 
penetrating wounds or operations on the 
central nervous system, or infection in the 
respiratory tract. Other sources may be otitis 
media and mastoiditis, the biliary tract, the 
urinary tract, the uterus, prostate, arthritis or 
osteomyelitis. In many instances of course, the 
primary focus is not known. Debilitating con- 
ditions such as diabetes, syphilis and chronic 
alcoholism seem to predispose to the develop- 
ment of Friedlinder’s bacillus meningitis. The 
clinical features are similar to those of other 
acute and severe forms of meningitis. The 
diagnosis is dependent on finding in the direct 
smear or in the culture of the cerebro-spinal 
fluid the characteristic micro-organisms. Owing 
to the rarity of the disease and because of the 
resemblance of the organism to the pneumo- 
coccus in the direct smear recognition of 
Friedlinder’s bacillus may thus depend upon 
the culture. This is exemplified in the case 
reported. The cerebro-spinal fluid has the 
characteristics of a purulent meningitis with 
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TABLE I. 


REPORTS ON CEREBROSPINAL FLUID 


Mr. J. F.—Age 57 years. 











Cell Prot. Chl. Coll. 
Date App. count Sugar mgm. % mgm. % curve Smear Cult. 
Dec. 15, 1948 Turb. Abund 0 23334443 +B.F + 
pus 
“ 16, 1948 7 Abund 0 700 11234432 Polys. “ 
pus and B.F.+ 
* 18, 1948 a Abund 0 500+ 700 22344332 Polys. 
pus and B.F.+ 
* 20, 1948 7 Abund 0 500+ 660 22223432 Polys. 
pus and B.F 
“ 21, 1948 | T. + coag. Polys. 0 500+ 660 11223322 Few B.F + 
; numer. 
‘* 23, 1948 Sl. T 1,000 Decr 200 650 12233333 Few B.F. — 
‘* 27, 1948 Sl. T Decr 250 12333222 Rare B.F. 
** 30, 1948 Sl. T Decr 500+ 660 11223333 Polys. — 
no B.F 
Jan. 3, 1949 | Sl. yellow Numer 0 400 660 23444444 Polys. — 
and Monos. 
“8, 1949 Clear 150 Decr 280 660 12344433 Polys. — 
and Monos. 
“ 17, 1949 Clear 130 680 22333333 Polys. — 
+ coag and Monos. 
Feb. 11, 1949 Clear Sl. deer. 100 700 12333343 a — 
no B.F. 


large numbers of polymorphonuclear leuco- 
cytes, increased protein and low sugar content. 
It might be mentioned that the fluid may have 
a viscid character. This is not surprising, as 
on agar plates the organism forms large whitish 
mucoid colonies, and in Friedlinder’s bacillus 
pneumonia the sputum is thick and tenacious, 
while at post-mortem the consolidated lung has 
a slimy appearance. Glycosuria has been a 
frequent finding in many of the cases reported, 
but it was absent in the present one, although 
the blood sugar was 120 mgm. %, 

A review of the literature reveals that the 
case of Rothschild’s,? previously mentioned, is 
the only instance of recovery from Friedlinder’s 
bacillus meningitis prior to the advent of chemo- 
therapy. In 1938 Lombard and Mondzain- 
Lemaire’ reported a case of meningitis of mixed 
infection, including B. Friedliénderi, which re- 
covered under treatment with sulfamido-chrysoi- 
dine. Two recoveries on sulfapyridine therapy 
are recorded, one by Montes and Real,” and 
the other by Robertson.’*. Sulfadiazine is 
credited with two cures, one reported by Mori," 
and the other by Julianelle.* In a report of 





7 cases of this disease by Jacob and Top,*® two 
recovered under treatment with penicillin and 
sulfadiazine. In 1947 Paine, Murray, Seeler 
and Finland published their results of the use 
of streptomycin in 27 cases of meningitis due 
to M. tuberculosis and to Gram-negative bacilli. 
Included in this series was one case in which the 
organism was A. aerogenes, which is so closely 
allied to the B. Friedlanderi that their differ- 
entiation is sometimes impossible. This patient 
recovered after treatment with penicillin, sulfa- 
diazine and streptomycin. The most recently 
reported recovery is that of Jobin and Lessard® 
in October, 1948. This patient was started on 
penicillin and sulfadiazine, but the former was 
discontinued as soon as the organism in the 
spinal fluid was identified as the B. Friedlander, 
and streptomycin substituted. The total dosage 
of sulfadiazine was 108 gm. and streptomycin 
38 gm. 

In considering the list of recoveries two 
other reports should be mentioned. Tartakoff, 
Grynbaum and Le Compte’® reported a case 
treated with penicillin, sulfadiazine and strep- 
tomyein, the last agent having been given 
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intracisternally and intravenously. Striking 
improvement occurred, but the patient died 
suddenly a few days later. Post-mortem ex- 
amination showed that the meningitis had al- 
most disappeared, but death was due to a pul- 
monary embolism. The other case was that of 
Sadusk et al.s Treatment was commenced with 
sulfadiazine but in a few hours was changed 
to streptomycin. Bacteriological improve- 
ment was most encouraging, but the patient 
died on the 6th day, apparently from septic- 
emia. - 

It is worthy of note that, to date, not a single 
recovery has occurred when the blood-culture 
was initially positive. Although streptomycin 
is known to be the most effective agent against 
Friedlinder’s bacillus, it is generally agreed 
that it should be employed in combination with 
penicillin and sulfadiazine, in view of the fre- 
quent association of this bacillus with other 
organisms. Early and intensive therapy is 
essential. Good nursing care and the so-called 
supportive measures, if not specific, are all- 
important. 


SUMMARY 


A review of the literature indicates that 
Friedliainder’s bacillus meningitis is ecompara- 
tively rare. Prior to the advent of chemo- 
therapy only one recovery was reported. The 
case of a 57-year old male, who recovered from 
this disease under treatment with sulfonamides, 
penicillin and streptomycin is reported. Though 
the culture from the cerebro-spinal fluid was 


repeatedly positive, cultures from the blood, 


urine and feces did not yield the organism. 
The primary focus in this patient may have 
been the biliary tract, though this is only 
speculative. This patient would appear to be 
the 11th to recover, and perhaps the 3rd in 
whom streptomycin was employed successfully. 
Chemotherapy will not be curative in every case 
of Friedlinder’s bacillus meningitis, but, at 
least, it offers the victim a chance of survival 
in a disease formerly regarded as almost in- 
variably fatal. 
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EARLY SYMPTOMATOLOGY OF 
CARCINOMA OF THE LUNG 


B. Winter, M.D., F.R.C.S.(Edin.) 
Toronto, Ont. 


N spite of modern clinies and their full diag- 

nostic facilities, pulmonary malignancy is 
still being diagnosed too late in its natural 
history, that is, too late for proper treatment. 
Were this delay merely the result of failure on 
the part of the patient to report for medical 
advice, it would be acceptable on the grounds 
of ignorance or neglect, but repeatedly, it is 
the medical profession itself which is respon- 
sible. This is a serious accusation. It seems 
reasonable, therefore, to review the pertinent 
facts; to analyze the deficiencies in diagnosis 
and to suggest a remedy for this loss of time— 
time which may spell success or failure in 
treatment. The problem must be attacked in 
two directions; firstly, it is essential to be 
aware of the early symptomatology; secondly, 
it is necessary to act quickly and accurately in 
establishing an early diagnosis. The following 
paper is concerned with the first of these 
problems. 


There are 8 main groups of symptoms in 
carcinoma of the lung: (1) cough; (2) blood 
spitting; (3) wheeze; (4) shortness of breath; 
(5) symptoms of inflammation of the lung; (6) 
pain; (7) constitutional symptoms; (8) symp- 
toms of metastases. 

The above symptoms will be considered indi- 
vidually, although no one symptom occurs to 
the exclusion of others. In the discussion the 
terms ‘‘presenting symptoms,’’ and ‘‘initial 


symptom’’ will be used. The presenting symp- 
tom refers to the actual complaint which brings 
the patient to the doctor for the first time. The 
initial symptom refers to the complaint which 
marks the initial departure from the patient’s 
usual state of health. 
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CouGcH 


In the early case of carcinoma of the lung 
there may be no cough, but a cough almost 
always appears sometime during the course of 
the disease. The assessment of this cough may 
be difficult. In industrial areas it is the rule 
rather than the exception for people to cough, 
particularly the men who are heavy smokers, 
and obviously every cough cannot be con- 
sidered as due to carcinoma until proved 
otherwise. There are, however, certain types 
of cough which warrant special attention. 

1. The ‘‘smoker’s cough’’ of recent onset in a 
middle-aged individual who has previously 
smoked heavily without cough should be re- 
garded with suspicion. This cough starts in 
the morning with the first cigarette, and occurs 
whenever the patient smokes during the day. 
It is a common initial symptom of carcinoma 
and is often present for some time before the 
presenting symptom takes the patient to the 
doctor. 


2. The ‘‘hacking cough’’ is more character- 
istic. It develops as a slight tickle in the throat 
or a frequent desire to clear the throat. At 
first it is more of an annoyance than a dis- 
comfort, but it soon increases in severity. It 
occurs at increasingly frequent intervals until 
it is almost constant day and night, or it be- 
comes paroxysmal, with each bout of coughing 
more prolonged than the preceding one, until 
the patient is left breathless. 


3. Change in cough habit.—A chronic cough 
which has been present for many years may be 
designated as a ‘‘cough habit’’. A sudden 
change in cough habit should arouse the same 
suspicion of malignaney, as a sudden change 
in uleer symptoms makes suspect the transition 
from a benign to a malignant gastric lesion. 
The change may be one of frequency, degree or 
character but it is important to recognize. 


There are several additional points about cough 
associated with carcinoma of the lung. (a) The 
onset may be spontaneous, but quite often it 
either develops during a respiratory illness, or 
persists following one. (b) The progression of 
cough need not be constant. In some cases there 
may be striking periods of regression, or ap- 
parent response to treatment. These periods of 
improvement are, as a rule, temporary. (c) The 
production of sputum varies greatly. The early 
cough is commonly dry, but there may be vary- 
ing amounts of sputum. This sputum is_not 
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distinctive in character. (d) A temperature 
effect may be marked, The cough may be in- 
duced or increased by sudden change of tem- 
perature, particularly when moving from warm 
air to cold air as in going outdoors. 


BLoop SPITTING 

Blood spitting is an important early symptom 
of carcinoma of the lung, and is often the 
presenting symptom. It is rarely an initial 
symptom for the history will usually reveal the 
presence of earlier chest symptoms. It occurs 
in two forms: (1) Frank hemoptysis.—A sud- 
den large hemoptysis is uncommon in early 
eases. It may occur with a bronchial adenoma 
but it is more likely to be the result of tuber- 
culosis, bronchiectasis, or lung abscess. In any 
case a frank hemoptysis is so dramatic and 
alarming that investigation is usually immedi- 
ate. (2) Blood streaking—Streaking of the 
sputum is a sign of great importance and one 
which, unfortunately, is often overlooked. Per- 
sistent daily streaking of the sputum with blood 
is almost pathognomonic of carcinoma of the 
lung. The blood usually appears as a red fleck 
or streak. It is rarely mixed with the sputum. 
Blood streaking may, however, be neither con- 
stant nor persistent. It may occur only once or 
twice in the whole course of the disease, and te 
some patients, particularly working people, a 
few flecks of blood in the sputum are not cause 
for alarm. When medical advice is sought, how- 
ever, there is an unfortunate tendeney on the 
part of some practitioners to dismiss this symp- 
tom -lightly as ‘‘rupture of a tiny blood vessel 
in the throat?’ or ‘‘strain due to excessive cough- 
ing’’, Such explanations are dangerous, Should 
the patient be sure that the blood has been 
coughed up, then radiography and bronchoscopy 
become essential, even in the absence of physical 
findings. It is important to establish the source 
accurately. There are many causes for blood 
in the sputum but if it is considered as being 
due to carcinoma of the lung until proved other- 
wise, it will result in the discovery of many 
more early cases. 


WHEEZE 
Wheeze is a symptom which is often over- 
looked because it is transient or because it causes 
no particular distress, but wheeze is important. 
Approximately 40% of the proved eases of car- 
cinoma of the lung have the symptom of wheeze 
in their history. The wheeze is commonly re- 
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ferred to the upper end of the sternum centrally 
but it may be localized to either side. It is 
usually inspiratory but may also be expiratory. 
It may be constant or intermittent depending 
upon the mechanics of the obstruction. The as- 
sociation of a localized wheeze with a localized 
rhonchus in the chest is almost diagnostic of a 
new growth in the lung. 


SHORTNESS OF BREATH 


Shortness of breath in carcinoma of the lung 
is usually slight or moderate, It usually de- 
velops insidiously and may be present for some 
time before the presenting symptom appears. 
It starts as a breathlessness on unusual exertion, 
such as running for a bus, or hurrying upstairs, 
and at first is attributed by most patients to 
‘‘heing out of condition’’ or ‘‘getting on in 
years’’. The remedy, which is self-applied, con- 
sists of a reduction of activity. This usually 
results in a relief of the breathlessness which 
is then forgotten until it either increases to a 
dyspnea or other symptoms appear. <A mild 
degree of shortness of breath may not seem to 
be significant by itself, but it becomes important 
when associated with other mild symptoms re- 
lated to the chest. Severe shortness of breath 
usually signifies an advanced growth. 


In some patients there may be found a 
peculiar sensation of inadequate filling of the 
lung expressed as a ‘‘tightness’’, a ‘‘stuffed up 
feeling’’, or ‘‘an inability to take a full 
breath’’. It appears to be an actual sensation 
of impaired air entry, due to an obstruction 
which ean be fairly accurately localized by the 
patient. Bronchoscopie confirmation is often 
surprisingly close to the suggested location. 


INFLAMMATION OF THE LUNG 


In a case of carcinoma of the lung, all the 
factors required for inflammation are present; 
there is mechanical obstruction, retention of 
secretions, and the presence of pathogenic 
bacteria. It is, therefore, to be expected that a 
neoplasm silently obstructing a bronchus may 
suddenly present clinically as an inflammation 
of the lung. The nature of the inflammation 
ranges from mild influenza to lung abscess or 
empyema depending upon the type of organ- 
ism, the resistance of the host, and the degree 
of obstruction. 


1. Influenzal attacks —‘‘Influenza’? usually 
denotes a moderate respiratory infection, not 





severe enough to warrant a diagnosis of pneu- 
monia, which resolves with relatively little 
disturbance, and without special therapy. It 
should be remembered that repeated attacks 
of influenza, particularly at short intervals may 
represent mild inflammation behind a malig- 
nant obstruction in a middle-aged patient. 


2. Pneumonia.—Pneumonia resulting from 


severe inflammation behind a malignant ob- 
struction has the usual clinical manifestations. 
With adequate chemotherapy, the response to 
treatment may be: (a) Complete resolution.— 
Complete resolution of a pneumonia does not 
rule out the possibility of an underlying 
malignancy. It is always wise in the older 
patient to make certain by radiography of the 
chest that clinical resolution is accompanied by 
complete clearance of the radiological shadow. 
A persistent radiological shadow should sug- 
gest carcinoma. The response to treatment in 
these cases merely indicates control of the 
secondary inflammation while the primary 
mechanical cause remains. (b) Incomplete 
response.—With adequate chemotherapy, any 
case of pulmonary inflammation which does 
not clear steadily and completely within three 
or four weeks, in the absence of empyema, 
should be considered a carcinoma until proved 
otherwise. Weeks or even months spent in 
hoping for resolution of an ‘‘unresolved pneu- 
monia’’ are dangerous. Immediate steps are 
necessary to discover the cause. 


3. Pleurisy.—Typical pleurisy may occur, with 
knife-like stabbing pain, increased by cough or 
respiration, indicating that an inflammatory pro- 
cess has reached the parietal pleura. Pleural 
pain may be atypical and not related to cough or 
respiration but may be aggravated by sudden 
movements such as bending or twisting. This 
latter type is often diagnosed as a ‘‘fibrositis’’ or 
as a neuralgia. If persistent, it should make 
one suspicious of carcinoma. 


4. Lung abscess.—There. are two types of lung 
abscess associated with carcinoma of the lung. 
(a) The lung abscess, commonly identified radio- 
logically as a malignant lung abscess, results 
from central necrosis of a growth which has 
extended beyond the limits of its vascular 
supply. It has the thick eccentric wall and the 
irregular shaggy outline which does not conform 
to any accepted broncho-pulmonary segmental 
distribution. (b) The lung abscess which results 
from a severe inflammation behind a malignant 
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obstruction has few, if any features to dis- 
tinguish it from one of purely pyogenic origin. 


To be safe, bronchoscopy should be performed 
in every case of lung abscess in the older patient. 
In these cases even with all investigation nega- 
tive, surgical drainage or resection should be 
followed by careful pathological examination of 
the abscess wall for evidence of malignancy. 


5. Empyema.—Empyema may be the initial 
clinical finding in a carcinoma of the lung. The 
underlying carcinoma may be suspected by a 
careful history ; the radiological picture may be 
suggestive; or there may be failure to respond 
adequately to proper treatment. In these cases 
as with lung abscess, the investigation may be 
negative, and yet a section of tissue removed 
at surgical drainage may reveal evidence of 
malignancy. 


PAIN 
There is a deep-seated pain in the chest as- 
sociated with carcinoma which is aching, press- 
ing, gnawing or drawing in character, and 
seems to correspond fairly accurately with the 
site of the growth. It is usually constant and 
may persist for weeks or months. Some pa- 
tients are unable to lie on the side of the 
growth because of increased discomfort. The 
mechanism of this pain is not quite clear. In 
the late or terminal stages it is unfortunately 

an outstanding symptom. 


CONSTITUTIONAL SYMPTOMS 


Constitutional symptoms are not always 
present but they are very common and may 
antedate all other symptoms by months or 
years. As a rule they are minor in character 
and variable in constancy but they may be 
severe, particularly in the ‘‘peripheral’’ type 
of growth. They are described as lassitude, de- 
pression, listlessness, lack of energy, a ‘‘ washed 
out’’ feeling, a ‘‘run-down’’ feeling, or in- 
ability to complete the usual day’s work. 
Characteristically, the patient may feel well on 
some days but quite ill on others. Such symp- 
toms are however not unusual among apparently 
healthy members of the community and most 
patients carry on as long as they can do their 
daily work. But if a patient should appear 
with these minor complaints, one should ecare- 
fully inquire about associated symptoms re- 
ferable to the chest. If these are present, 
suspicion should be aroused. . 


Loss of weight is usually severe in the late 
ease, but in the early case there may be no 
loss of weight. The patient may actually be 
gaining weight. A carcinoma of the lung may 
be present in a patient who appears well 
nourished and healthy. 

Digestive symptoms may occur and may be 
moderately severe but are characteristically 
atypical. The gastro-intestinal investigation is 
usually negative. The mass in the lung may be 
demonstrated accidentally during a barium meal 
or deliberately by the careful gastro-enterologist 
who appreciates the possibility of a pulmonary 
neoplasm causing vague dyspepsia. 

Pulmonary osteo-arthropathy is a peculiar 
general manifestation of carcinoma of the lung. 
Though not common, it is severe and crippling. 
It consists of stiffness, pain and swelling of 
multiple joints. It is usually found in the 
presence of a well advanced growth, but dis- 
appears dramatically, and almost immediately, 
on removal of the primary carcinoma. No 
satisfactory explanation has been advanced for 
these changes. 


SyMPTOMS OF METASTASES 

Metastases rather than the primary growth 
may be responsible for the clinical symptoms. 
This is particularly true of mediastinal meta-’ 
stases. Superior vena caval obstruction, hoarse- 
ness, cardiae arrhythmia, or difficulty in swal- 
lowing may be the first obvious abnormality, but 
these are usually late symptoms. The odd be- 
haviour of the patient may suggest that the 
brain has been involved before neurological 
localization is possible. Back pain due to 
secondary deposits in the spine may be present 
before obvious spinal lesions can be identified 
in the x-ray. 


ESSENTIAL FACTORS IN DIAGNOSIS 

The essential factor in early diagnosis of car- 
cinoma of the lung is a healthy clinical suspicion. 
Only by suspecting carcinoma ean the early 
ease be identified. It is useless to wait until 
symptoms become more definite or signs more 
pronounced. Such procrastination leads only 
to inoperability and a hopeless prognosis. It 
is here that the medical profession must bear 
the responsibility for unnecessary delay. One 
must not be deterred by a tendency of the pa- 
tient to temporarily improve in the early stages 
of the disease. With rest alone, or with symp- 
tomatic treatment, there may be surprising re- 
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missions which may give a false sense of 
security. These symptoms will return or other 
more urgent symptoms develop. 


Unfortunately early symptoms are ill-defined 
or minor in chatacter, and the diagnosis may 
be indicated only by an association of mild 
complaints, none of which are remarkable by 
themselves, but which when added together 
point to the correct conclusion. By the time 
symptoms are severe enough to take the pa- 
tient to the doctor, the growth has likely been 
present for a considerable period of time. This 
probability is what makes it so important that 
one should act quickly, once symptoms become 
definite enough to arouse-suspicion. It also 
explains the fact that the prognosis, in the 
average case, without treatment, is suggested 
to be as short as six months from the establish- 
ment of the diagnosis. The old maxim of 
‘“better to be safe than sorry’’ is very appro- 
priate at this point. It is far better to have a 
negative investigation than a doomed patient. 
206 Bloor St. W. 


NEUROLOGICAL COMPLICATIONS OF 
INFECTIOUS MONONUCLEOSIS* 


J. L. Silversides, M.D. and 
J. ©. Richardson, M.D. 


Toronto, Ont. 


NUMEROUS reports have appeared in the past 

several years of cases diagnosed infectious 
mononucleosis and showing neurological compli- 
cations. The various reported neurological 
symptoms can be grouped as serous meningitis, 
encephalitis, myelitis, neuritis and convulsive 
states. These are non-specific types of neurologi- 
cal inflammatory reactions which one encounters 
more commonly as sporadic illnesses unrelated 
to any known systemic infection or illness. The 
same type of inflammation in the nervous system 
are encountered with known virus infections 
such as measles, mumps, rabies, herpes and vac- 
cinia. The small group of cases occurring with 
mononucleosis is of interest in relation to the 
diagnosis and clinical assessment of the whole 
field of virus infections of the nervous system. 
Though we have little to contribute to the prob- 
lems of etiology and treatment it is our purpose 


*From the Department of Medicine, University of 
Toronto and Medical Service, Toronto General Hospital. 
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to present three further cases of infectious 
mononucleosis with neurological complications 
and to review the related literature. 


CASE 1 


M.S., male, aged 17, was admitted to hospital in a 
semi-stuporous state. A two day history of feeling 
‘*seedy’’ and of mild, non-localized headaches, was ob- 
tained from relatives. In the morning of the day of 
admission he had felt generally unwell and complained 
of weakness in his legs. A few hours later he had be- 
come drowsy and had a sudden severe convulsion, follow- 
ing which he remained in a stuporous state, although 
responding to painful stimuli. At this time his rectal 
temperature was 103° and ‘he vomited several times. 
Urinalysis was negative. In the evening consciousness 
began to return but he was sent to hospital because a 
subdural hematoma was suspected, as he had suffered a 
minor head injury two weeks previously. Examination 
showed a semi-stuporous, resistive, restless, well developed 
young man. There was moderate neck rigidity but no 
other positive neurological signs were present. There 
were a few small non-tender, firm cervical glands and also 
some redness of the pharynx. Laboratory findings: 
hemoglobin 100%, white blood cell count 14,000, poly- 
morphonuclear leucocytes 65%, lymphocytes 35%; spinal 
fluid was clear with the protein content slightly 
raised, and a cell count of 16. The cerebrospinal fluid 
pressure could not be estimated due to the patient’s 
restlessness. The following day the patient was conscious 
but somewhat confused, and a left Babinski response had 
developed. During the next night widespread lymph- 
adenopathy occurred and the spleen could be palpated 
2 em. below the -costal margin. A repeat blood count 
showed white blood cells 12,600, with a differential count 
of 83% lymphocytes, most of which were of a large 
atypical variety, and thought characteristic of infectious 
mononucleosis. A Paul-Bunnell titre was positive, in 
1:1,280. During the next seven days there was rapid 
symptomatic improvement and disappearance of the 
lymphadenopathy, splenomegaly, and _ the atypical 
lymphocytes from the perjpheral blood. The patient was 
discharged asymptomatic on the ninth hospital day. 
There was some residual easy fatigability for a further 
three weeks, but no new symptoms developed. 


CASE 2 


W.D., male, aged 24, developed low back pain three 
weeks prior to admission to hospital. The pain had been 
made worse by movement, and over a period of three 
to four days it had spread to include the neck, shoulders 
and back. Generalized headache had also developed at 
that time and had persisted. Over the next week the 
back pains had gradually disappeared but general malaise 
persisted. The low back pain returned four days before 
admission, and in addition there was some neck stiffness 
and soreness. Aching discomfort in both legs occurred 
next and rapidly developed to stiffness, with numbness 
and tingling, so that he could not walk. Two days before 
admission retrobulbar pain and difficulty in micturition 
began. Small amounts of urine only were voided with 
difficulty. This latter complaint led to his seeking medi- 
cal help. Examination showed a temperature of 102°, 
a reddened pharynx without soreness, moderate neck 
stiffness, generalized small, non-tender lymph nodes and 
a palpable, firm spleen extending 2 em. below the costal 
margin. The urinary bladder was palpated above the 
pubis and contained 25 ounces of urine. Neurological 
examination showed questionable early papilledema and 
otherwise normal cranial nerves. There was weakness of 
all muscle groups in both lower limbs, more marked in the 
proximal groups. Sensation to pain and touch was im- 
paired below a level at the seventh thoracic dermatome. 
There was some dysesthesia over the upper few derma- 
tomes. Postural and vibration sense were grossly im- 
paired in the lower limbs. The abdominal reflexes were 
absent and there were bilateral Babinski responses. 
Hemoglobin 90%, white blood count 7,000 with 67% 
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lymphocytic forms of which 61% were large and atypical. 
Lumbar puncture: initial cerebro-spinal fluid pressure 
230 mm. of spinal fluid, normal dynamics, protein estima- 
tion 64 mgm. %, cells 29, all lymphocytes. A Paul- 
Bunnell titre 1:40. 


The patient showed progressive improvement for nine 
days with diminishing lymphadenopathy and_ spleno- 
megaly, improved motor power of the lower limbs and 
the sensory deficit became less marked. The white blood 
cells had increased to 12,000 on the fourth hospital day 
but returned to 7,000 with only 15% atypical lympho- 
cytic forms. On the ninth hospital day the patient had 
a generalized convulsive seizure without loss of conscious- 
ness. Four days later there were two more similar 
seizures. Clinically there was return of the lower limb 
weakness and the sensory level again became clearly 
evident. Dermatographia was transiently present. An 
electrocardiograph showed frequent intermittent runs 
of 2-3 per second high voltage slow waves, tending to be 
rhythmical. These were mainly bisynchronous and 
frontal in origin but occasionally clearly arose from the 
left frontal region. A few days after the last seizure 
improvement again began, the sensory level disappeared, 
bladder control returned and the reflexes became physio- 
logical except for absent abdominals. Motor power re- 
turned to normal in three weeks, but position sense in 
both feet remained slightly impaired. A few atypical 
lymphocytic forms were still present in the peripheral 
blood. A lumbar puncture showed 23 cells but was 
otherwise normal. The electrocardiograph still showed 
frequent short runs of 4-6 per sec. medium and high 
voltage slow waves arising in the right frontal and 
temporal regions. The patient’s only complaint on being 
sent for convalescence was slightly increased fatigability. 
At six weeks’ physical examination, blood and spinal 
fluid studies were all normal. However, the electro- 
eardiograph still showed considerable abnormality, from 
both frontal lobes. Three and a half months after the 
onset of his illness an electrocardiograph still showed a 
few short runs of medium voltage 6 per sec. slow waves. 
The record was otherwise normal with well regulated 2 
per sec. symmetrical alpha rhythm. The patient felt 
perfectly well. 


CASE 3 


B.W., male, aged 24. This patient reported being in 
excellent health until three weeks prior to being seen at 
the hospital. He first noted a sudden onset of moderately 
severe, generalized headache, more marked in frontal 
distribution. This persisted, unaffected by symptomatic 
therapy, for three days while he continued attending at 
work. Mild chills accompanied by excessive perspiration 
then developed, with which his headaches improved. Ac- 
companying fatigue and anorexia resulted in the patient 
voluntarily going to bed for the next four days. He was 
then seen by a physician because of general lack of im- 
provement and splenomegaly and lymphadenopathy were 
reported, white blood cells 17,000, and a differential 
count revealed 65% lymphocytes, many of which were 
atypical forms. A diagnosis of infectious mononucleosis 
was made. During the second week the patient made 
rapid subjective improvement. 


On the fourteenth day of this illness he noted the 
onset of weakness in the muscles of the face which made 
it difficult to hold food in his mouth, he was unable 
to chew adequately, and could neither smile nor whistle. 
Two days later he was unable to close his eyes or raise his 
eyebrows and these complaints continued until seen on 
the twenty-first day of his illness. It is interesting to 
note that with the onset of difficulty referable to his 
eyes his throat became quite sore, painful on swallowing, 
and continued so for five days. : 


The patient was a very well developed young man 
whose only complaints were referable to a bilateral facial 
weakness. The pharynx was inflamed although the 
tonsils were small and atrophic. General examination 
was otherwise normal. There was no evidence of lymph- 
adenopathy or splenomegaly. Neurological examination 
revealed a complete, bilateral, peripheral seventh cranial 





nerve paresis, with loss of taste to standard test sub- 
stances on the anterior two-thirds of his tongue. The 
remaining cranial nerves and the remainder of the neuro- 
logical examination was normal. White blood count was 
12,000, 4% lymphocytes with persistence of some atypi- 
cal forms considered compatible with the diagnosis of 
infectious mononucleosis. The heterophile agglutination 
test was positive in a titre of 1:160. Spinal puncture 
was normal. An electroencephalogram showed a few 
random, low voltage, 4-6 per sec. slow waves only and 
was not considered definitely pathological. 


Over the following six weeks the patient showed 
gradual clearing of clinical and laboratory evidence of 
his infectious mononucleosis. The facial diplegia began 
to subside within a few weeks of its onset and recovery 
was almost complete in three to four weeks. This pa- 
tient was under the care of Dr. E. J. Clifford to whom 
we are indebted for permission to report this case. 


REVIEW OF LITERATURE 


‘‘Glandular fever’’ was first described by 
Pfeiffer in 1889 but has really only aroused 
clinical interest since 1920, at which time the 
name infectious mononucleosis was coined.? 
Since then many accounts of the disease have 
been published. The variety of the clinical 
manifestations is noteworthy and, aptly or not, 
this disease has been stated to be second only 
to syphilis as an imitator of clinical syndromes. 
This is well exemplified in the excellent review 
by Bernstein.? In 1932 Paul and Bunnell de- 
seribed the presence of heterophile antibodies in 
the sera of patients with infectious mononucle- 
osis and although the reaction is not specific’. 
its value in the identification of this condition 
is well established. 


In reviewing the literature for cases with 
central nervous system complications a number 
of general reviews (not particularly studying the 
nervous complications) were encountered.‘ * 3% 
In the ten reviews noted there were a total of 
4,393 cases of infectious mononucleosis recorded. 
Of these a total of 17 cases, or an incidence rate 
of 0.37%, were recorded as showing definite 
neurological complications. An additional two 
cases showed a polymorphonuclear pleocytosis in 
the spinal fluid, probably due to a coneurrent 
unrelated central nervous system infection.” ° 
Also eases of headache, dizziness, vomiting, ete., 
were mentioned but in these the cerebrospinal 
fluid was either normal or not investigated and 
in the absence of other neurological signs and 
symptoms they were omitted from these figures. 

In addition to the above, a number of other 
reports of the neurological complications of 
infectious mononucleosis have appeared in the 
medical literature since 1931 when the first two 
such reports by Johansen'* and by Epstein and 
Damashek'® appeared. The neurological com- 
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plications that have been reported can be 
roughly grouped into four main types: (a) 
lymphoeytie or serous meningitis; (b) encephal- 
itis, including varieties of meningo-encephalitis, 
encephalo-myelitis, ete.; (c) polyneuritis, acute, 
of the Guillain-Barre type; (d) neuritis (see 
Table I). A total of 59 cases have been collected, 
of which eight fatalities are reported.’ ?® 1” 
One ease reporting psychosis as a complication 
is not ineluded in this report.*® 

The following tables classify the literature 
according to types of neurological involvement 
in eases of infectious mononucleosis: 


LYMPHOCYTIC (SEROUS) MENINGITIS 





No. cases 

PRRNES oe is eine eee sie a 1 
Epstein and Damashek15 ............ 1 
SRRUSS Wc coupacinncn sce aes aus oe keuen 3 
Schmidt and Nyfeldt34 .............- 5 
PEOIROREEES: ai nics cde kasd seeuacieaseae 3 
RIGSBUONICS | icc eGKaccnkaeeeeeeace ies 1 
Thelander and Shaw!9 ......ccseeeee 1 
PERRO BEMLE ck 6 doSKke saeco esos 4 
PORNO > co cp4ise diced eee ees Sees 1 
Coogan 6€ @f.28 ....ccccccccccccccces 2 
WVandor Moor ©b GIA2 ciiccccsvcwees 2 
Wechsler and Rosenbloom!3 ......... 1 

PN 5s CRESSLER ECR OR 28 


ENCEPHALITIS (MENINGO-ENCEPHALITIS, 
ENCEPHALO-MYELITIS, ETC.) 








No. cases 

DBE ec. cued bide aa aa eee i 
Sucher and Swartz32 ......scsccsceee 2 
TPAARONNES Wnuk wi os OSS Se OOO EDS OS ] 
RRND Sick aks eee ana 6 OAS EM OOS 1 
Thompson and Vimtrup® ...........+. 4 
PUOS) GEMS. 6.60.65 coh eae swan ceues 1 
ERED ces Sakis eie we mae ww wens 2 
ONIEED: 6 ccd cmahaobabaen stead ears 1 
Schneider and Michelson27 .......... 1 
BIND cies cscs bOkekhsekaa swoeses 2 
Prosent TOPOTt .....ccccscesesccceccse 2 

DOE. ick ecedsewnheesesaweeeaan 19 





GUILLAIN-BARRE TYPE POLYNEURITIS 














No. cases 
Sohman and Silverman24 ............- 1 
Seeiber Mi MOK? 6nscc sass ewes ce nevins 1 
Coogan ¢€t 1.23 ... cece eee eeeeeceens 1 
PGE OE LAS: ok cess SASK GR ROOMS 2 
Haymaker and Kernohan!? .......... 2 
TEAL 2 akbe Saou aee abe sasenaes 7 

NEURITIS 

No. cases 
RRNIOS kG cia aca ck ahaha awinenew als 2 
TEP TOUCDENS 66s ous Ss OSRon eb Sielwels 1 
DRIEDRNE: . cirid nak aeisd do dcn Dace s 1 
Stevenson and Brown? ........eeeeee 1 
TI it Disa iin werark lent cicin uaa 5 
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FATALITIES FROM NEUROLOGICAL COMPLICATIONS 


No. cases 
Thompson and Vimtrup5 ............ 4 
SN OE GINS go hicceeeescvneesve ced 2 
Haymaker and Kernohan17 
(plus 6 suspect) ..ccsccccccscess 2 
MUNG 6 cenkinncekensianbeweereds 8 


The commonest manifestation reported was 
that of a meningitis and this was well exempli- 
fied in a ease reported by Thelander and Shaw.*® 
They report the case of a 22 year old girl whose 
presenting symptoms were headaches, neck 
rigidity and slight fever. Spinal fluid examina- 
tion showed 630 eells mostly lymphocytes. 
Thirteen days after the onset of symptoms peri- 
pheral blood changes of infectious mononucleo- 
sis developed and the Paul-Bunnell titre rose to 
1:640. Spinal fluid cell count decreased to 85 
and remained elevated at that level for some 
months. The patient became rapidly asympto- 
matic on general treatment, 

Those cases presenting as, or developing, the 
clinical picture of an acute encephalitis were 
next in frequency of occurrence. Great variety 
of symptomatology was reported. The neuro- 
logical signs variously began before, or after, 
the systemic signs of the infectious mononucle- 
osis were evident. For example, Landes, Reich 
and Perlow’® describe the case of a 21 year old 
male who was admitted to hospital with a seven 
day history of severe headache, dizziness, vomit- 
ing and staggering gait. Temperature was 101°. 
The patient was first irritable, then lethargic 
and finally irrational. Speech was poorly articu- 
lated and explosive, co-ordination was poor. 
Sensation and reflexes were normal. The blood 
picture was that of infectious mononucleosis and 
the Paul-Bunnell titre was 1:1,024. Spinal fluid 
pressure was normal, protein estimation 175 
mgm. %, and cells up to 10. Lymphadenopathy 
and splenomegaly developed 22 days after the 
onset of the symptoms. 

Cases with the clinical picture of acute infecti- 
ous polyneuritis were noted on seven occasions 
with a fatal termination in four cases, 

A brief account of one of the cases reported by 
Ricker et al.,16 illustrates this type of complication. A 
22-year old male presented with headaches, chills, fever 
and generalized muscle pain. There were slightly en- 
larged lymph nodes present, blood findings were those 
of infectious mononucleosis and the Paul-Bunnell titre 
was 1:1,792. On the second hospital day the headache 
increased and the cell count was 97 of which 94 cells were 
lymphocytes. On the third day flaccid paralysis of all 
four extremities with hyperesthesia of hands and feet, 


developed. <A right facial paralysis and a decreased gag 
reflex were found. All reflexes were absent. The 
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sensorium was clear but the patient was very apprehen- 
sive. He died in a respirator of respiratory paralysis on 
the seventh day. 

Finally, there are a few reports of single 
peripheral nerves being affected during the 
clinical course of proved infectious mononucleo- 
sis. Such a complication is a case reported by 
Saksena’? in which the patient complained of 
pain in the shoulder in the area of the right 
deltoid muscle ten days after the onset of typi- 
eal infectious mononucleosis. The pain persisted 
for ten days, at the end of which time the pain 
subsided and paralysis of the serratus anterior 
muscle occurred. In this case the spinal fluid 
pressure, protein and cell estimations were all 
in normal limits. The paralysis recorded is still 
present fourteen months after its onset. (We 
have recently encountered a case with bilateral 
facial neuritis which has not been included in 
this report.) 


Variations of the above rough grouping of 
neurological complications are, of course, the 
rule. The clinical signs or symptoms were 
ushered in suddenly*® or gradually”? were very 
mild** to very severe** and the generalized mani- 
festations could develop before,?4_ with’® or 
after’® the neurological signs. Sudden convul- 
sive seizures are also reported as initial symp- 
toms.” While complete recovery is the rule 
persisting sequele do occur?® 2? and, as noted, 
death followed in eight instances. No deaths 
were reported in the meningitic or neuritic 
groups. In 20 of the included cases, where 
cerebrospinal fluid cell counts and protein esti- 
mations were recorded, the protein was elevated 
in all, while the cell counts varied from 0 to 9 
¢.mm. in seven cases, Thus, albumino-cytological 
dissociation was a relatively common finding. 
Spinal fluid pressures were noted infrequently 
but definite elevation of pressure was recorded 
in three cases. 


Since the clinical use of the Peaul-Bunnell 
test was first recorded by Davidsohn in 19377* 
almost all cases of infectious mononucleosis 
with neurological manifestations are reported 
as having had elevation of the titre values, 
varying from 1:64, the usually accepted mini- 
mal value, to 1:28,000.27 In the one case where 
the Paul-Bunnell titre of the spinal fluid was 
done it was negative. There appears to be a 
rough correlation of the neurological signs and 
the value of the titre. Attention is drawn to 
our second new case report where the highest 
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titre obtained was 1:40. It may be that this 
case falls into the sero-negative grouping of 
Davidsohn?* but it was felt that the general 
features of splenomegaly, glandular hyper- 
trophy and the blood picture warranted the 
diagnosis of infectious mononucleosis. With 
one exception”? the total white blood cell counts 
reported were over 5,500; in all cases there was 
a lymphocytosis. The spleen was enlarged in 
the seven cases in which its size was noted. 


Pathology.— Two excellent papers on the 
pathology of the neurological changes in 
infectious mononucleosis have recently ap- 
peared.?® *° Central nervous system material 
from six autopsies was examined. In two cases 
the patient had died of the neurological compli- 
cations’® and here the veins and capillaries of 
the meninges were engorged, a few perivascu- 
lar hemorrhages were seen in the cervical 
portion of the spinal cord and there was a 
mononuclear infiltration of the anterior nerve 
roots at all levels. The spinal nerves showed 
congestion and cedema and the peripheral nerve 
axis cylinders were distorted and the myelin 
sheaths swollen and disrupted, with some peri- 
vascular infiltration of the nerve sheaths. In 
three of the other four cases there was evi- 
dence of mild to moderate meningo-encepha- 
litis with occasional small perivascular hemor- 
rhages in the brain and mild ganglion cell 
degeneration. In the spinal cord the changes 
were minor, but cellular infiltration of the 
anterior roots was noted at all levels, particu- 
larly in the periphery of the blood vessels. 


Because of our experience as mentioned 
above, and in view of the findings of Haymaker 
and Kernohan" as reported to the American 
Neurological Society in 1948 where a clinico- 
pathological review of 50 cases of the ‘‘ Landry- 
Guillain-Barre’’ syndrome showed two eases to 
be neurological complications of infectious 
mononucleosis and a further six cases were 
suggestive of this condition, a review was made 
of relevant autopsy material at this hospital to 
see if infectious mononucleosis could be in- 
criminated as a causal agent. The cases 


selected were those in which death followed an 
acute clinical course of what appeared to be a 
generalized virus infection and in which the 
findings had not been those of specific known 
disease processes. Twenty-two such cases were 
selected from the autopsies performed between 
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1928 and 1948. The diagnoses which had been 
made were: 


Acute encephalitis ........ccessceess 
Acute infectious polyneuritis ........ 
EMROCy SE DRUDRIUE 6 o0ccdcvcunasceces 
Acute encephalitis lethargica 
Acute encephalo-myelitis 
Acute meningo-myelitis 

Acute cerebritis 


eoeereeee 
eee ee ee reves 
eoeeeeeree reese 


9 
5 
3 
2 
x 
1 
1 


99 
coerce err eee e eres ececeeceeeeee oa 


Total 


A review of the pathology of these cases was 


undertaken with special attention being paid to. 


sections of the spleen and lymph nodes. In no 
case was the evidence even suggestive of a 
generalized reaction of infectious mononucleosis, 


DISCUSSION 

It appears self-evident from the foregoing 
that infectious mononucleosis must be kept in 
mind in the etiology of a variety of neurologi- 
cal syndromes and particularly in acute infec- 
tions where the etiological agent is not at first 
apparent, but thought to be of a virus nature. 
Repeated blood and heterophile agglutination 
studies should be performed and persisted in 
even weeks after the onset of the illness. Only 
thus can this condition be excluded in the dif- 
ferential diagnosis of viral diseases affecting 
the central nervous system. The reaction of 
the nervous system to the virus of infectious 
mononucleosis both clinically, as in the neuro- 
logical examination, spinal fluid and electro- 
encephalographic studies, and pathologically, 
would not appear to be in any way specifically 
diagnostic. The identification relies upon the 
general system manifestations of infectious 
mononucleosis in conjunction with any of the 
types of central nervous system reactions de- 
seribed. 

It should be made clear that diagnosis is not 
always certain even at autopsy. Recently, we 
have seen a case of a 19-year old boy, with a 
one week’s history of mild headache and 
malaise who, on examination had lymphadeno- 
pathy, splenomegaly, white blood count 4,100 
of which 50% were lymphocytes and .23% of 
these atypical forms. He developed major 
convulsive seizures and rapidly passed into a 
state of deep coma with serial seizures in which 
he died. Encephalitis complicating infectious 
mononucleosis appeared to be the most likely 
clinical diagnosis. However, the Paul-Bunnell 
titre never rose above 1:40. At autopsy’ it was 
disconcerting to find the spleen had become 
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shrunken and small and examination of all 
organs, including the lymph nodes, revealed no 
systemic evidence of infectious mononucleosis. 
Virus studies were non-informative. 


The present state of our knowledge as to 
sporadic cases of encephalitis tends to leave 
us most humble in incidents of this nature. 
However, it would appear well established that 
a very small percentage of such cases can, 
with a degree of certainty, be diagnosed as 
neurological complications of infectious mono- 
nucleosis. 


SUMMARY 

Three cases of infectious mononucleosis with 
neurological complications have been reported. 
In the first case the presenting symptoms of a 
major convulsion and stupor preceded the 
other general symptoms of the disease. The 
second case had a severe myelitis with re- 
covery and then a neurological relapse with 
repeated convulsions. The third case showed 
facial diplegia. A fourth is mentioned in which 
death occurred from status epilepticus and the 
clinical features strongly supported a diagnosis 
of infectious mononucleosis. The neuropatho- 
logical findings in that case were surprisingly 
slight. 


The literature has been reviewed in some 
detail with a grouping of the types of neuro- 
logical complications. 


The varied and non-specific types of neuro- 
logical symptoms in mononucleosis have been 
discussed in comparison with unexplained 
sporadic cases of encephalitis, myelitis, menin- 
gitis and polyneuritis. 
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[N 1906 Darling,’ working in the Panama Canal 

Zone, encountered at autopsy eases of what 
appeared to be kala-azar, a disease which had 
not been reported from the western hemisphere. 
Closer study of the apparent causative organism 
in these cases disclosed differences between it 
and that which was found in kala-azar. Darling 
therefore felt that he was dealing with a dif- 
ferent and previously undescribed disease. He 
considered the organism to be a protozoan, and 
ealled it Histoplasma capsulatum, and the dis- 
ease histoplasmosis. 


It was accepted that Darling had indeed de- 
scribed a new disease, but because it seemed to 
be a ‘very rare tropical disease, little general 
interest was shown in it. In 1926 Watson and 
Riley encountered a case in Minnesota, the first 
ease to be reported from the United States 
proper. By 1937 only 18 cases had been recog- 
nized, and the disease was still regarded as an 
uniformly fatal medical curiosity.. DeMonbreum 
in 1934 restudied the organism which he isolated 
from a fatal case, and showed that it was a 
fungus and not a protozoan. 


Since 1937 more and more eases have been re- 
ported and by 1946 88 cases were gleaned from 








the literature. Most of these were encountered 
in the United States, but some had also been 
reported from other areas. It was also recog- 
nized that the disease was not uniformly fatal. 


In 1941 Zarafonetis and Lindberg? prepared 
antigens from cultures of the H. capsulatum and 
used this ‘‘histoplasmin’’ to determine the in- 
eidence of skin sensitivity in the same manner as 
tuberculin is used to determine tubereulin skin 
sensitivity. In surveys of positive histoplasmin 
skin sensitivity it was discovered that there were 
striking geographical differences.*** In the 
Mississippi basin a very high incidence of posi- 
tive reactors was found, and the incidence of 
positive skin reactors tended to diminish the 
further from this region that testing was done. 
However, oceasional pockets of increased inci- 
dence of histoplasmin sensitivity are encountered. 


It had been known for many years that the 
incidence of pulmonary calcification as detected 
by x-ray films of chests also varied geographi- 
eally. Thus in American Army recruits the in- 
cidence of calcification varied from 6% of in- 
ductees in Oregon to 28% in Kentucky. In 
most regions it had been assumed that pul- 
monary calcification was evidence of old tuber- 
culosis infection, and indeed some inductees 
with marked pulmonary calcification were re- 
jected on this ground. It was also known that 
many of these individuals were negative reactors 
to tubereulin, but this was explained on the 
gradual loss of tubereulin sensitivity as the 
individual became older. However it has been 
shown® that tubereulin skin sensitivity is lost 
very slowly, and this is probably true particu- 
larly in urban areas where repeated contact with 
tuberculosis is likely. 


Great interest was evidenced, therefore, when 
it was shown” *° that the incidence of pulmo- 
nary calcification showed a much closer relation- 
ship to positive histoplasmin skin sensitivity 
than to positive tuberculin skin sensitivity. It 
therefore appeared likely that pulmonary ealcifi- 
cation was not necessarily evidence of old tuber- 
culosis, but in certain areas at least, represented 
old histoplasmosis. 


The next step was to demonstrate that infec- 
tion with Histoplasma could produce this pic- 
ture, and that recovery could occur, leaving 
calcified nodules that could be detected by x-ray. 
This has been done. Sontag and Allen’? ob- 
served school children who were histoplasmin 
and tuberculin negative, and who had negative 
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chest plates. Some of these later developed x-ray 
evidence of infiltrative lesions in their lungs, 
whose appearance coincided with the appearance 
of positive skin reaction to histoplasmin, but still 
negative to tuberculin, These lesions eventually 
became calcified, and skin sensitivity to histo- 
plasmin remained, whereas skin sensitivity to 
tuberculin did not appear. Similar observations 
have been made by Furcolow."! In some of these 
eases additional evidence was the isolation of H. 
capsulatum from tonsils and gastric washings. 
It therefore appears to be established that 
histoplasmosis is not an uniformly fatal dis- 
ease, but on the contrary, is most often a very 
benign disease. It also appears established that 
pulmonary calcification need not be evidence of 
old tuberculosis, but may be evidence of other 
types of infection, particularly histoplasmosis. 


PURPOSE OF PRESENT INVESTIGATIONS 


At the time that this investigation was under- 
taken, no surveys had been reported from Can- 
ada. Dr. C. B. Stewart has carried out tests on 
a number of students at Dalhousie.1? He did 
not find any positive reactors in those who came 
from the Maritimes and Newfoundland, but did 
find some positive reactors in a few individuals 
from the United States, Southern Ontario and 
the British West Indies, as well as in a few 
veterans who had travelled widely. The find- 
ings of Heaton'** are similar to those that we 
have observed, except that the incidence of pul- 
monary calcification in this group was only one- 
tenth the incidence in our group. 

Surveys have been reported recently from 
Quebec'* 7* where a much greater incidence of 
positive reactors was found in the southern part 
of the province than in the northern part. This 
suggests that the St. Lawrence basin may be an 
endemic area for histoplasmosis, Our purpose 
was to determine how frequently one encountered 
skin sensitivity to histoplasmin in veterans of this 
region, and to see if there was any correlation 
between the skin sensitivity here and the inci- 
dence of pulmonary calcification. Interestingly 
enough, after this survey was begun a fatal case 
of histoplasmosis was encountered by Dr. Leder- 
man’ in this city. We encountered one case 
which may have been an acute pulmonary histo- 
plasmosis in this hospital, and a brief history 
of this individual is appended. 

Selection of material._—440 individuals were 
included in the survey. These were veterans 
admitted to Deer Lodge Hospital medical 


services. Their ages ranged from 18 to 82. 
All but twelve were males. This group, there- 
fore, cannot be considered unselected; they 
have been selected by sex, age, physical fitness 
for the armed services at one time, they have 
been admitted for medical rather than surgical 
reasons and, finally, they are a group that has 
travelled extensively. 


Procedure.—Chest films were taken of each 
individual. A tuberculin skin test with 1/1,000 


_ dilution of tubereulin as supplied by the 


Central Tuberculosis Clinic in Winnipeg, was 
done and read in the usual manner. A histo- 
plasmin skin test was done on the other arm 
at the same time with 1/100 dilution of histo- 
plasmin, which was graciously supplied by the 
Eli Lilly Co. This test was read and inter- 
preted in the same manner as the tuberculin re- 


% % 
100 50 

90 

80 40 


70 


5c 


40 20 
30 
20 10 
10 


10 20 30 40 50 60 70 


years. 20 30 40°50 60 70 80 years 


Fig. I Fige 2 
action—both were read in 48 hours and an 
area of erythema of 1 em. or more in diameter 
was considered a positive test. 

Results.—258 cases reacted positively to tuber- 
culin (59%). In order to determine whether 
there was a tendency for the incidence of posi- 
tive tuberculin reactors to decrease with age 
the group was split into decades and the inci- 
dence of positive reactors, in percentage of 
each decade, was determined. The distribution 
is plotted in Fig. 1. This curve indicates that 
there was an increasing percentage of positive 
tuberculin reactors up to the 40 to 50 year old 
group, and then the incidence tended to fall 
off. However, on plotting the incidence of 
pulmonary calcification in a similar manner 
(Fig. 2) a similar type of curve was produced. 
As it is doubtful that pulmonary ealcifications 
ever disappear, it seems probable that some 
other factors may be present in the 40 to 50 
age group present in this series, and that the 
percentage of positive tuberculin reactors in 
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this group is perhaps out of proportion to what 
might be expected from random sampling. 
Twenty-three cases (5.2%) had positive skin 
tests to histoplasmin. Of these, 15 (65%) also 
had positive tuberculin skin tests, which is near 
the incidence for the whole group. Of this 
group of positive histoplasmin reactors four 
had lived in areas known to be associated with 
a high ineidence of positive histoplasmin skin 
reactions (Mississippi basin). Five had never 
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out the lung. Often the x-ray picture of the 
lungs tended to show a rather fine, reticulated 
appearance. Of the group of positive histo- 
plasmin reactors, 9 had this scattered type of 
calcification. Of the group of negative reactors 
to histoplasmin only two had multiple calcified 
shadows, and one of these was a negative 
tuberculin reactor as well. 

The appearance of these chest films had prob- 
ably given rise, in the past, to the diagnosis of 











TABLE I. 
Tuberculin negative negative positive positive 
Histoplasmin negative positive negative positive 
Calcification 9/174 (5%) 5/8 (63%) 39/243 (16%) 8/15 (53%) 





been outside of Canada, but had been in 
Eastern Canada at some time. The remaining 
14 cases had been in Northwest Europe, and 
one had also been in Hong Kong. No survey 
has been reported from the Hong Kong area. 
However, surveys from Northwest Europe*® ** 78 
have not shown a very high incidence of posi- 
tive reactions to histoplasmin skin tests. 


The incidence of pulmonary ealcification as 
determined by chest x-ray for the whole group 
was 61 cases (14%); 47 of these had positive 
skin tests for tuberculin, or 17% of the positive 
tuberculin reactors had pulmonary ealcifica- 
tion; 8% of the negative reactors to 1/1,000 
tuberculin had pulmonary calcification. 


Positive histoplasmin reactors—While there 
were not enough individuals in this group to 
be statistically significant, the age distribution 
was scattered and did not tend to be in any 
particular age group. Of this whole group 14 
eases (61%) had pulmonary calcification. This 
is significantly greater than the incidence of 
pulmonary calcification in the whole group. 
Five out of the 8 cases that were histoplasmin 
positive but tuberculin negative had calcifica- 
tion, an incidence about the same as for the 
whole group of histoplasmin positive indi- 
viduals. It was noted that the type of calcifi- 
cation tended to be different in this group, as 
compared with the histoplasmin negative 


group that had pulmonary ealcification. This 
latter group tended to have isolated calcifica- 
tion in the lung periphery with often a large 
area of calcification at the hilum. The histo- 
plasmin positive group tended to have multiple 
small areas of calcification scattered through- 


‘healed miliary tubereulosis’’ that is sometimes 
encountered in radiological reports. The radio- 
logists in this hospital now recognize that this 
picture is very suggestive of histoplasmosis. 
Since this survey was completed they have re- 
ferred three cases of skin tests on the basis of 
such an x-ray film, and all three cases have had 
a positive skin reaction to histoplasmin. A 
photograph of a typical chest film is reproduced 
in Fig, 3. 

The results of the survey are tabulated in. 
Table I. 





; Fig. 3 


These results confirm the observations pre- 
viously made” *° that the incidence of pulmo- 
nary calcification is much higher in those that 
have positive skin reactions to histoplasmin than 
those that have positive skin reactions to tuber- 
culin but negative reactions to histoplasmin. 
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CASE HISTORY 

The patient was a 24-year old male who always had 
lived in Manitoba, but had visited Southern Ontario 
just prior to the onset of his present illness. He had 
always been well. A chest film taken in 1946 was nega- 
tive. In February, 1948, he complained of general 
malaise and some discomfort in his left chest, made 
worse by breathing, but not severe. He was in bed at 
home for ten days, and then returned to work, as he 
felt better. 

On May 15, 1948, he again noticed this pain in his 
left chest, aggravated by breathing, and again noticed 
that he was feverish and feeling unwell. He had no 
eough. <A chest x-ray was taken and showed enlarge- 
ment of the left hilar area, and minute shadows in both 
mid-lung fields, rather soft in appearance. He was ad- 
mitted to hospital. 

His hemoglobin was 100% (15.6 gm. '%), white cell 
count was 10,000, with a differential of 69% polymorpho- 
nuclears, 29% lymphocytes, 1% monocytes and 1% eosino- 
philes. His sedimentation rate (Westigren) was 25 
mm./hr. Urine was normal. His blood picture did not 
change appreciably during his illness but his sedimenta- 
tion rate increased to a maximum of 95 mm./hr. and 
then gradually returned to normal. 

For four weeks he had a daily fever, up to a maxi- 
mum of 101° F. General physical examination was 
negative throughout his period of observation. X-rays 
of his bones did not reveal any abnormalities. Repeated 
cultures of gastric washing were negative for tubercle 
bacilli. Unfortunately, repeated cultures for fungi were 
not done, and one that was done did not grow any fungi. 
Serum proteins were found to be: albumin 4.3 gm. %; 
globulin 2.2 gm. %; total 6.5 gm. %. His histoplasmin 
skin test was very strongly positive. Repeated tuberculin 
skin tests, done at intervals over the following year, re- 
mained negative, even in 1/100 dilution. Bronchoscopy 
was negative. Sternal puncture did not reveal any gross 
abnormalities. His course was progressively upward. 
The pain in his chest disappeared after 48 hours. His 
temperature gradually returned to normal, and he re- 
gained the few pounds in weight that he had lost. 

When reviewed in August, 1949, he felt well. Blood 
was normal. X-ray of his chest showed that there was 
still some increase in the size of the hilar shadows. The 
scattered small shadows throughout the lungs, and seen 
particularly in the mid-lung zones, were much harder 
in appearance. 

While this case cannot be considered to be a proved 
pulmonary histoplasmosis, because of the failure to re- 
cover the organism, circumstantial evidence would favour 
such a view. 


DISCUSSION 


These results indicate that in veterans, the in- 
ceidence of positive reactors to histoplasmin in 
this area is about 5%. This figure is similar to 
the figure reported in Minnesota, immediately 
south of the border in this region.'® However 
as this group was a widely travelled group, and 
therefore probably had a greater chance of be- 
coming histoplasmin positive no conclusions can 
be drawn as to the incidence of positive reactors 
to histoplasmin in the general civilian popula- 
tion of this area. It should not be greater, 
however. 

Pulmonary calcification as seen on a chest 
plate, therefore, need not be considered indica- 
tive of previous infection with tuberculosis. 
However, in this region it most likely is an in- 


dieation of previous tuberculosis infection. If 
the calcification tends to be scattered and com- 
posed of fine shadows, it is more likely to be 
associated with a positive histoplasmin skin re- 
action and, presumably, indicative of previous 
infection with H. capsulatum. 


SUMMARY 


In a group of 440 veterans in Manitoba, many 
of whom had travelled widely during war serv- 
ice, the incidence of positive skin reactions to 
1/1,000 tuberculin was 59%. The incidence of 
positive skin reactions to 1/100 histoplasmin was 
5%. The incidence of pulmonary ealcification 
as determined by x-ray of the chest was 14% 
for the whole group. In those who did not react 
to either tuberculin or histoplasmin in these 
dilutions, the incidence of calcification was 5% ; 
of those who were tuberculin positive and histo- 
plasmin negative the incidence of pulmonary 
calcification was 15% ; in those who were tuber- 
culin negative and histoplasmin positive the in- 
cidence was 63%, and in those who were tuber- 
culin positive and histoplasmin positive 53%. 
There is a brief discussion of the significance of 
these findings. 


I wish to express my thanks to Dr. J. D. Adamson, 
whose supervision and advice has been invaluable; and 
to thank Mrs. Olive Glover, who did the skin testing in 
the survey. 
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FAILURES AFTER OPERATIONS FOR 
PROCIDENTIA UTERI* 


Norman M. Guiou, M.D. 
Ottawa, Ont. 


[DISAPPOINTMENT befalls the patient and 

humiliation is the surgeon’s lot when the 
birth canal falls down again after an operation 
for prolapse. 

Te Linde’ of Johns Hopkins Hospital frankly 
states that ‘‘in 30% of the vaginal hysterec- 
tomies the ultimate anatomical results were not 
good’’. His standard of perfection must be 
high. Campbell? claims that the incidence of 
enterocele after vaginal hysterectomy is approxi- 
mately 2%. As is the case with hernia else- 
where, there is wide divergence in the published 
recurrence rates. Following 85 vaginal hyster- 
ectomies for prolapse I have had 5 prolapses of 
the vagina severe enough to require further 
treatment—a recurrence rate of 6%. However, 
not all our prolapses have been treated by 
vaginal hysterectomy. The Fothergill operation 
in moderate cases, Kocher’s ventral implanta- 
tion (done under local) in the very aged, fascial 
suspension of the vagina,’ vaginal trachelectomy 
for prolapse of the residual cervix, and lastly, 
the Le Fort procedure, have all been employed 
in small series. The recurrences in this group 
will be discussed later. 

It might not be amiss to try to find the reasons 
for our failures, to study their anatomy, and to 
discuss their further treatment. 


CAUSES OF RECURRENCE 

The delay factor.—Both patient and physician 
delay may occur in prolapse cases, The pessary 
as a method of treatment is responsible for much 
physician delay. Cases frequently come for 
curative treatment after wearing for many years 
a large ring which has stretched the vagina to 
almost the size of a bologna sausage, and has 
atrophied the perineal structures until there is 
almost no support left. This prejudices the 
surgical result. 

A patient with an enterocele following a vaginal 
hysterectomy gave a history of having worn a ring for 
eight years before her operation. ; 

A bad result in a community is a deterrent 
to surgical treatment, ‘‘Mother is worse off 
than she was before’’ is powerful propaganda. 


Ottawa Civic 


*From the Gynecological Section, 
Hospital. 
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The frequent unnecessary closure of the 
vagina by a Le Fort procedure is, in the writer’s 
opinion, another inhibitory factor. 


Nutritional factors—I have long been con- 
vineed that malnutrition is a factor in many 
prolapses. According to Bayan,* malnutrition 
was a factor in the tenfold increase in prolapse 
in the Philippines, seen after the war. My late 
chief, Dr, Stuart Evans, used to frequently state 
that many Canadian families get little fresh 
food after the garden dies down in the fall. 
How often one sees patients who eat no citrus 
fruits, do not like eggs, just take a little milk 
in their tea, ete. 


Obesity is an element in the malnutrition 
factor. 

One of my cases had a good result for seven years 
following vaginal hysterectomy. She then put on 37 


pounds, mainly in the abdomen. The pressure forced the 
vagina down and out. 


We prefer not to operate on prolapse cases 
if they are obese, and sometimes hold them on a 
reducing diet for months. We have found 
dexedrine helpful at times. Some eases are defi- 
nitely hypothyroid and require desiccated 
thyroid. “ 

Inadequate primary surgery.—Ventral sus-_ 
pension, when done for moderate prolapse, fails 
to cure and only embarrasses the surgeon when 
effective curative surgery is finally undertaken. 
On one occasion I had to pause during a vaginal 
hysterectomy and go up into the abdomen to 
eut down an unyielding suspension. Overzealous 
conservatism in advanced eases, in order to 
preserve child-bearing function, may result in 
failure. | 

A young woman with her cervix at the outlet greatly 
desired another child. Vaginal hysterectomy was indi- 
eated. Influenced by friendship, the writer did a Curtis 
advancement operation (a modified Fothergill with re- 
tention of the cervix—applicable to a less advanced 
case). She became pregnant, the cervix reappeared, she 


lost her baby by a premature labour, and finally had the 
vaginal hysterectomy which was originally indicated. 


Post-hysterectomy prolapse is best prevented 
at the original hysterectomy. Some degree of 
prolapse commonly exists in multiparous women 
requiring abdominal hysterectomy. We make 
it a rule to suture the uterosacral ligaments to 
the pubocervical fascia after closure of the 
vaginal vault. We do this by threading 
needles on each end of the traction stitch com- 
monly inserted below the cervix in the pubo- 
cervical fascia, before opening the vagina. 
Each end is passed through the corresponding 
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uterosacral ligament from inside out, and tied. 
This draws the pubocervieal fascia back over 
the vaginal vault and re-establishes the antero- 
posterior sling of the pelvic floor. In addition, 
we draw the uterosacrals together with another 
stitch or two to obliterate the fossa behind 
the cervix —the starting point of» enterocele. 
When the cul-de-sac is deep, we sometimes put a 
few purse-strings in its bottom as suggested by 
Te Linde. In doing total abdominal hyster- 
ectomy where there is advanced procidentia we 
do a fascial suspension of the vagina,’ pref- 
erably with a strip of fascia lata. 

In doing the perineal repair, we prefer to err, 
if at all, on the side of snugness, and, if neces- 
sary, lend our patients a set of graduated glass 
dilators to use postoperatively. 

Previous to discharge, in addition to general 
instructions re convalescence, we warn the pa- 
tient to maintain as trim a figure as she did in 
her high school days, lest intra-abdominal pres- 
sure from fat force her vagina down. Being 
thus alerted to the possibility of recurrence, 
should she develop one, she is less likely to 
blame the surgeon, and her husband is not so 
likely to be as resentful as the man who as- 
sumes his wife’s operation for prolapse to be as 
final as an appendectomy. 


THE ANATOMY OF RECURRENCE 


A slight general relaxation of the birth canal 
and its adjacent structures is not infrequently 


seen after operations for prolapse. This is 


usually symptomless. 


Prolapse of the vagina, sometimes called 
‘‘enterocele’’ because it contains small bowel, 
is the common form of recurrence after vaginal 
hysterectomy. It begins as an exaggeration of 
the fossa behind the cervix and between the 
anterior ends of the uterosacral ligaments. A 
small symptomless enterocele the size of a crab 
apple may sometimes be seen bulging from the 
upper end of the posterior vaginal wall after 
abdominal hysterectomy, if special attention 
is not paid to the uterosacral ligaments. It is 
not primarily a descent of the vaginal vault or 
the bottom of the cul-de-sac. The latter lies in 
the lee of the sacrum. <A more developed 
enterocele, still intravaginal, will hang down 
from the upper posterior vaginal wall like a 
sausage. The patient is now aware of its 
presence. Later it will drag down the vaginal 
vault and the rectovaginal septum, and pro- 
trude like the rounded end of a large test tube 
with the prolapsed bladder in front. 

The prolapsed Watkins interposition will be 
deseribed later with its operative correction. 


TREATMENT OF RECURRENCES 


The treatment is surgical. In the last ten 
years we have refused operation but onee. The 
patient was an elderly cardiac in fibrillation. 
She will not have long to wear her pessary. 
The choice of operation is influenced by the 





Fig. 1 


20 years ago. 
exercises used. 


Fig. 2 


Fig. 3 
Fig. 1—Long standing procidentia in a 71 year old woman—supravaginal hysterectomy 


The prolapse was held up preoperatively with a cup and stem, and perineal 
Fig. 2.—Intravenous urogram on same patient—showing urinary tract dila- 
tation due to kinking of ureter #y Jownward drag of uterine arteries. 


Patient originally 


admitted to urological service with backache, fever, hematuria, and pyuria—courtesy Dr. 


Erie Nichol. 


Fig. 3.—Photo taken before discharge from gynecological service, after a 
vaginal trachelectomy with preservation of the vagina—some edema still present. 
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rating of the patient as a surgical risk. Family 
questions as to the risk involved may be an- 
swered optimistically. There has been no mor- 
tality, in our experience, in cases operated on 
by the vaginal route. The one death associated 
with the surgery of prolapse occurred following 
abdominal operation. 


A uterus like a large knobby potato was presenting 
at the vulva. Total abdominal hysterectomy was per- 
formed and the prolapsed vagina held up with strips of 
external oblique fascia. The anatomical result was good 
and the relatives were assured that no clouds could be 
seen in the sky. By the third day, the patient was 
distended and vomiting, with a rapid pulse. X-ray 
showed shadows at the lung bases. Dr. Elmer Plunkett 
suggested atelectasis from distension, due to peritonitis. 
As the appendix had not been removed this seemed un- 
likely to the operator. ‘‘What about diverticulitis?’’ 
enquired Dr. Plunkett. Post mortem examination re- 
vealed peritonitis and diverticulitis of the sigmoid. We 
concluded that an unsuspected diverticulitis had been 
flared up by packing off the sigmoid. Since then we 
insert a rectal tube at the time the patient is catheter- 
ized to deflate a possibly distended sigmoid, and employ 
as high a Trendelenburg posture as possible, to clear the 
pelvis of bowel and reduce the amount of packing 
necessary. 


Preoperative preparation.—It is advisable to 
explain to the patient that another type of 
operation is indicated, and that the chances of 
eure are excellent. 

We invariably take a ring away from patients 
awaiting operation and if the prolapse is ex- 
truded we use the old-fashioned cup and stem 
pessary with its belt and small tubing slings. 
This lifts the prolapse off the perineum. We 
then put the patient on perineal exercises, She 
is instructed to contract the vaginal outlet (or 
lift the anus) many times during the day. An 
outlet as toneless as a cadaver and as wide open 
as an army bugle will in a few weeks develop 
so much tone as to be almost normal in appear- 
ance. One such patient, whose prolapsed vagina 
had been hanging out for months, after a few 
weeks of such preoperative treatment, had the 
greatest difficulty in foreing her vagina out for 
a student demonstration. This preparatory pro- 
cedure gives the operator good perineal tissue 
with which to build a support that will last. 


We also check the patient’s diet. When Ebbs 
and others’ brought out their epochal diet for 
maternity cases, we at once applied it to gynex- 
cology. The waiting for hospital beds of recent 
years has given us abundant opportunity to 
judge its efficacy. We will never forget the first 
patient on whom we tried it—a pale, tired, life- 
less woman with fissures at the corners of her 
mouth, and a prolapse. After a month, witlr her 





glaring dietary deficiencies corrected with milk, 
eggs, oranges, wheat germ, and some iron, she 
whisked into the waiting room—a _ vivacious 
creature that we would not have known had we 
not expected her. She did not require trans- 
fusion and her prolapse has not recurred. 


OPERATIVE TREATMENT 


Every effort should be made to conserve the 
vagina, for psychie if for no other reason. The 
surgeon is often surprised, however, by the 
elderly gentleman who enquires about the future 
of marital relations. 

Enterocele——An intravaginal enterocele may 
be tackled from below and the sae removed. I 
have found it difficult, however, to be certain of 
the uterosacrals for sewing together to close the 


gap. 


An intravaginal enterocele was exposed from above 
with the patient in high Trendelenburg posture. It in- 
verted and projected across the pelvic inlet like an 
inflated finger cot, arising from the retrocervical area 
immediately below the sutured vaginal vault and far 
above the bottom of the cul-de-sac. It was sutured to 
the rectus fascia (Brady’s technique). . 


Complete inversions of the vagina have been 
successfully sewn to the rectus fascia by the 
same method. In eases of submaximal vaginal 
prolapse where the highest point of the entero- 
cele cannot be pushed up with a large Hegar 
dilator or a Van Lackum vesicle stripper high 
enough to suture to the rectus fascia, we have 
suspended the highest part of the vagina with a 
strip of fascia, It is essential to suspend the 
apex of the pushed-up enterocele. 


Two years following a vaginal hysterectomy a woman 
came back with an enterocele. It was not lax enough to 
be pushed up to the abdominal wall so we turned down 
fascial strips. The peritoneum was transversely cut be- 
hind the bladder and pushed forward to expose the ana- 
tomical vaginal vault, to which the fascia was sutured. 
In five months the patient was back with her enterocele 
although the vaginal vault was holding up. We had 
erred in suspending the anatomical vaginal vault rather 
than the apex of the enterocele which lay posterior to it. 
We learned another point from this case. The vaginal 
vault was holding up although a fascial strip could be 
palpated on one side only. Since then we have employed 
an unbroken sling of fascia lata wherever possible. 


Watkins’ interposition.— The most difficult 
case ever presented to the writer was a pro- 
lapsed Watkins’ interposition. The whole 
uterus lay outside the body and as the fundus 
had broken loose and been pushed back and 
down, the uterus appeared like a pear with 
the bulbous end toward the anus and the small 
end directed toward the symphysis. Ten cubic 
centimetres of 1% methylene blue were left in 
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the bladder after catheterization. In attempt- 
ing separation of the bladder above the cervix 
in the usual way, the field was soon flooded 
with blue. With Te Linde’s Gynxcology, open 
at the picture of a Watkins’ interposition, be- 
side the operator, the pouch of Douglas was 
then entered and the fundus held up with a 
tenaculum. It was possible to get a plane of 
cleavage at the vesico-uterine fold, and work- 
ing up behind the uterus the bladder was 
separated by gauze and sharp dissection. 
Vaginal hysterectomy was performed. This 
experience confirmed my unfavourable opinion 
of an operation which places an organ so prone 
to disease, in such an inaccessible position. 
Edwards and Beebe® reporting a large series 
of vaginal hysterectomies claim that ‘‘ previous 
transposition operations (Watkins) almost as 
a rule, result in difficult and tedious surgery’’. 

The Le Fort operation.—This operation is 
commonly used for recurrent prolapse. I have 
resorted to it on but two occasions. One was 
an elderly widow with angina; the other was 
for an enterocele, previously described, which 
had recurred after two previous operations. 
The latter patient has been taking vitamin E 
for whatever benefit it may be to her connec- 
tive tissue.” 


SUMMARY 


The writer reviews his own failures after 
operations for prolapsus uteri, and those of 
others who have come to him. 


A successful outcome in the surgery of pro- 
lapse is favoured by, (1) Early surgical treat- 
ment. Many years of wearing pessaries which 
distend the vagina and press on the perineum 
weaken the tissues and prejudice the result. 
(2) Adequate preoperative preparation directed 
to proper nutrition of the tissues, relieving the 
perineum of all pressure, and rehabilitation of 
the perineal muscles by exercise. (3) An ade- 
quate primary operative procedure with special 
attention to prevention of ‘‘enterocele’’ by 
approximation of the uterosacral ligaments be- 
hind their cervical attachments. (4) Avoid- 
ance of obesity, while maintaining good 
nutrition. 


“é 


Recurrences should be treated by a procedure 
which, if possible, conserves the vagina. Fascial 
suspension of the vagina has now been employed 
by the writer in sixteen cases, with one death 
from diverticulitis, one partial failure, and good 


results in fourteen eases, The Le Fort operation 
which disregards sex consciousness and marital 
relations should be regarded as a last resort. 

With modern surgical treatment, the prog- 
nosis for a recurrent prolapse is excellent. 
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GIANT FOLLICULAR HYPERPLASIA 
OF THE RECTUM SHOWING 
MALIGNANT DEGENERATION* 


Donald J. Currie, M.D. and 
Josephus C. Luke, M.D., F.R.C.S. 


Montreal, Que. 


LINICALLY it has been observed quite fre- 

quently that giant follicular hyperplasia is 
followed by the development of either |lympho- 
sarcoma or reticulum cell sarcoma. Patho- 
logically however, it is not often possible to 
demonstrate giant follicular hyperplasia and 
its malignant successor in the same specimen. 
Further, giant follicular hyperplasia is usually 
found in the superficial lymphatic glands and 
the spleen and has been reported quite rarely 
in isolated locations such as in the tonsil’? and 
the appendix.’ In an extensive search in the 
literature and in the clinical records of this 
hospital, we have been unable to find another 
ease of giant follicular hyperplasia apparently 
confined to the rectum. For these reasons we 
feel justified in reporting a case of giant fol- 
licular hyperplasia of the rectum which shows 
malignant change. 


CASE REPORT 


A 42-year old white female switchboard operator was 
found to have a rectal polyp on routine industrial exam- 
ination two weeks prior to admission. She gave a 
history of bright red bleeding from ‘‘hwemorrhoids’’ in 
small quantities occasionally for the past year. The 
patient stated that she had been perfectly well and 
admitted no other symptoms. She had had one previous 
operation, a hysterectomy for uterine fibroids because of 
moderately severe vaginal bleeding in 1942. She had 
had no other past illnesses and the family history was 


*From the Surgical Service of the Royal Victoria 
Hospital, Montreal. 
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irrelevant. On November 29, 1948, she was admitted 
to the Royal Victoria Hospital for excision of the polyp. 

On admission she was found to be a well developed, 
well nourished French Canadian female with no signifi- 
cant abnormalities on general physical examination. 
There were no enlarged superficial lymph nodes and the 
spleen was not enlarged to palpation or percussion. On 
rectal examination there was a small skin tag at 6 
o’clock and the sphincter was in spasm. Digital exam- 
ination caused much pain, suggestive of a fissure, and a 
firm globular mass about an inch in diameter was found 
projecting from the right posterolateral wall. Further 
examination was deferred until the time of operation. 

Laboratory examination showed the urine free of 
abnormalities; the Hb. was 88% and the white blood 
cell count was 8,100. The Kahn test was negative, the 
non-protein nitrogen was 25.2 mgm. and the van den 
Bergh was 0.25 mgm. %. Barium enema and chest films 
were normal. 

On November 30, under spinal anesthesia, the anal 
sphincter was dilated and a sigmoidoscopic examination 
was performed. A small fissure-in-ano was found in the 
6 o’clock position with a sentinal tag at its lower limit. 
In the ampulla of the rectum a large polyp was seen ap- 
proximately one inch above the anal margin on the right 
posterolateral wall (Fig. 1). It was polypoid with a 
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broad base and firm in consistency. The remainder of 
the examination was negative except for a small adeno- 
matous polyp 5% inches from the anal edge on the 
posterior wall. This was excised using the Bovie ¢o- 
agulating current. Through the anoscope the larger 
polyp was transfixed by a chromic catgut suture through 
the mucosa at its base and transected by fulguration. 
The fissure, skin tag and an adjacent segment of the 
superficial portion of the external anal sphincter were 
excised en bloc. 

The first six postoperative days were uneventful, the 
anal pack being removed on the second day. On the 
seventh day a severe hemorrhage occurred from the 
rectum and the patient presented the symptoms of mild 
shock. A blood transfusion of 500 ¢.c. and rectal pack- 
ing with oxycell gauze were used to control the bleeding 
which apparently arose from the stump of the larger re- 
sected rectal growth. The patient was discharged from 
hospital on the thirteenth postoperative day. 


Blood studies prior to discharge were normal except 
for a reduction in polymorphonuclear leucocyte count, an 
eosinophilia, a lymphocytosis, and the presence of an 
occasional large abnormal basochromatic cell. 

Pathological examination of the specimens revealed 
the smaller tumour removed from the upper rectum to be 
an adenomatous polyp. 


The larger mass (Fig. 2) was pink and rubbery soft 
in consistency with a nodular character to its surface. 
Sections showed a large mass of lymphoid tissue consist- 
ing for the most part of large pale very prominent 
germinal centres which were somewhat irregular in out- 


line and which coalesced at some points with neighbour- 
ing centres. The covering on three surfaces was normal 
rectal mucosa. The lymphoid tissue masses had extended 
through the muscularis mucose into the lamina propria 
and up between the crypts of Lieberkuhn separating 
them one from another with loss at some points of the 
overlying columnar epithelium. The cells of the germinal 
centres varied considerably in size and shape with ir- 
regular hypochromatic nuclei. The lymphoid tissue 
about the periphery of the follicles consisted of more or 
less uniform small lymphoid cells. The pathological 
diagnosis of giant follicular hyperplasia going over into 
lymphosarcoma was made. 


DISCUSSION 

Giant follicular hyperplasia is a disease of 
the lymphatic system characterized by extreme 
hyperplasia of the lymphatic cells of the 
germinal centres of the lymph follicles and pro- 
ducing clinically local or general enlargement 
of lymphoid tissues with or without spleno- 
megaly. The condition was first described by 
Becker in 1901 but did not receive attention on 
this continent until Brill, Baehr and Rosenthal 
reported three cases in 1925. Since then 
numerous series of cases have been reported; 
in the majority the disease has been confined 
to the superficial lymphatic glands and spleen. 
The diagnosis has been made only seven times 
in this hospital; in the six previous eases the 
disease has beén limited to the superficial 
lymphatie glands. Three of these patients, on 
subsequent admissions, have died, two of 
lymphosareoma and one of reticulum eell 
sarcoma. 

In 1940, Hayes, Burr and Pruit reviewed a 
number of cases of lymphoid tumours of the 
rectum and presented a classification. With 
slight modification and the addition of a sixth 
group, a classification of lymphoid tumours of 
the rectum is as follows. 


TABLE I. 
LyMpPHOID TUMOURS OF THE RECTUM 


Lymphoblastomata 
I. Lymphosarcoma 
II. Reticulum cell sarcoma 
III. Hodgkin’s disease 
IV. Benign lymphoma 
V. Lymphangioma 
VI. Giant follicular hyperplasia 





Some idea of the relative incidence of these 
tumours may be gained from the fact that these 
workers reviewed five cases of reticulum cell 
sarcoma, six eases of Hodgkin’s disease, twenty 
eases of benign lymphoma and two eases of 
lymphangioma. Many eases of lymphosarcoma 
have been reported. We are aware of no other 
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ease of giant follicular hyperplasia of the rectum 
than the one herein reported. 


Lymphosareoma is a fairly common tumour of 
the gastro-intestinal tract; it is the most com- 
mon lymphoid tumour of the large bowel and 
the cxcum is the most common site, the rectum 
the second. In the records of this hospital, the 
diagnosis of lymphosarcoma has been made 100 
times. In the majority of eases the tumour had 
spread generally and the primary site could not 
be determined. In 21 cases the growth ap- 


parently arose from retroperitoneal structures: 


and in the remaining 23 cases the gastro-intes- 
tinal tract was the site of origin. These results 
are as follows. 








TABLE II. 
CasEs OF LYMPHOSARCOMA 

No ici wh gael a anlee a aalgiaien aR 56 
Primarily retroperitoneal. ..... 0.0.6... .ckessecees 21 
I 5. 6s 0 9g 45 lo iG RW aaa ae INAS 23 

i i666 65 bWey hd ecked ox eae 6 

RS... odas esas heaeee eee 3 

rere Ce ree rT 2 

a ite al ae eae acet ores oii bee 3 

i a at kg Ac ca dues 3 

Colon—other parts.................. 3 

Rectum (inc. this case).............. 3 
Total number of cases......... suitemiiwekeenwuts 100 





In the largest review (72 cases) Bagenstoss 
and Heck in 1940 found that the mean age was 
39 years, that 61% had splenomegaly and the 
average duration of life was 4144 years because 
of the development of malignant change, al- 
though two patients each survived 17 years. 
Therefore the prognosis in giant follicular 
hyperplasia is much better than in lympho- 
sarcoma in which the average duration is less 
than a year. 


The sensitivity of this disease to radiotherapy 
is greater than that of any other condition of 
lymphatic tissue. Unfortunately, repeated treat- 
ments become less effective and finally the roent- 
gen rays fail to affect the progress of the disease. 
Rubenfeld advises small repeated doses and 
states that although the immediate outlook is 
good, the final prognosis is bad because of trans- 
formation into malignant disease. 

There is a difference of opinion among path- 
ologists as to whether giant follicular hyper- 
plasia arises from one site or always appears in 
multiple locations. Therefore, when one finds 


giant follicular hyperplasia in a stage of trans- 
formation into the malignant state, one can 
never be certain that this same process.is not 
also going on in other parts of the body. 
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Treatment.—Treatment of a case of giant 
follicular hyperplasia of the rectum includes the 
removal of the tumour for. pathological examina- 
tion and, because of this tissue’s marked radio- 
sensitivity, the use postoperatively of deep x-ray 
therapy. When lymphosarcoma is found by 
microscopic examination of the removed tissue, 
excision of the affected segment of bowel appears 
logical because of the actual presence of the 
tumour, but the reported results are far from 
favourable. We believe that radical excision is 
not justified because it is not known whether 
the original disease has a monocentrie or a multi- 
centric origin. Radical resection for lympho- 
sarcoma seems unjustified in view of the un- 
favourable results. 


The case we have reported has received an 
extensive course of deep x-ray therapy and is 
well, with no evidence of recurrence or new 
tumour development nineteen months post- 
operatively. 


SUMMARY 


1. A case of giant follicular hyperplasia of the 
rectum showing malignant transformation is 
reported. The growth was treated by local 
excision followed by. deep radiotherapy. 

2. A brief discussion of giant follicular hyper- 
plasia and its malignant successor has been 
given, 


We wish to express our appreciation to the Depart- 
ment of Surgical Pathology of McGill University under 
Dr. Theo. R. Waugh for the descriptions of the patho- 
logical material. 
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The day before yesterday always has been a glamour 
day. The present is sordid and prosaic. Time colours 
history as it does a meerschaum pipe.—Vincent Harrett. 
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ADRENAL NEUROBLASTOMA 
R. Wallace Boyd, M.D. 


Department of Radiology, The Vancouver 
General Hospital, Vancouver, B.C. 


DRENAL tumours are of special concern to 

any physician interested in diagnostic 
problems. The location of the organ makes 
even good sized tumours inaccessible to manual 
palpation. Neoplasms of the adrenal occur 
without a palpable tumour in which there are 
widespread, confusing clinical and roentgen 
manifestations. Even though small, the tu- 
mour of an adrenal gland may be recognized 
by meticulous diagnostic methods and certain 
adrenal growths may be satisfactorily removed 
or favourably influenced by irradiation. 

This is a discussion of a single type of 
adrenal tumour—neuroblastoma—and consists 
of a review of six cases which have passed 
through the Department of Radiology of The 
Vancouver General Hospital from 1945 to 1948. 
While neuroblastoma cannot be considered a 
common tumour, it occurs more frequently than 
generally believed and we should be constantly 
aware of its manifestations. Less than 450 
cases have been reported, although there are 


undoubtedly many more which have occurred . 


under other diagnoses. 


The embryology of the adrenal (Fig. 1) and the 
subsequent origin of its tumours is interesting. The 
adrenal gland comprises two distinct physiological 
structures, the medulla, which originates from the primi- 
tive ectoderm, and the cortex, which arises from the 
mesoderm. In the lower animals, these structures are 


anatomically separate but in man they have merged into 
one. The medulla is closely related to the sympathetic 
system and is more richly supplied with nerve cells than 
any other organ. The yellow cortex and the sex glands 
have a common origin. The cortex, which is quite 
vascular and has the richest cholesterol content of any 
tissue, remains stationary while the sex glands migrate 
caudally. 

The adult adrenal gland is about 3 to 5 em. in height, 
2 to 3 cm. broad, and slightly under 1 em. thick. It 
weighs from 7 to 12 gm. The glands are relatively much 
larger in the fetus than in the adult. Even at birth they 
are still large and may be little smaller than in the 
adult. Frequently there are accessory adrenal glands. 


Ectodern 





Entodern 


Medulla Sympathetic System Sex Glands Cortex 


‘ee cells) 
- Adrenal —————_—_—______—_—_- 


Fig. 1—Diagram illustrating development of adrenal 
gland. 


They develop in the neighbourhood of the main gland 
and usually remain-there but may become attached early 
in embryonic life to regional adjacent organs which 
subsequently change their position. As a result, they 
may be found in the broad ligaments of the uterus, on 
the spermatic cord or epididymis. 


Table Lis a classification of adrenal tumours. 
Normally, embryonic sympathetic neuroblasts, 
which form the anlage of the adrenal medulla, 
develop into nerve ganglion cells or into 
chromaffin cells. The three types of tumour 


TABLE I. 


CLASSIFICATION OF ADRENAL TUMOURS 











Adrenal Tumours 


Cortex 


Epithelial ' ype cells 
| 


1. Carcinoma 


A. Produces virilism. 

B. Five times commoner 
in girls . 

C. Bones seldom involved. 

D. Grossly resembles 
hypernephroma. 


2. Adenoma 
(subclinical) 





1. Neuroblastoma 


2. Ganglioneuroma 
(adult cells) 
rare and innocent 


x 
eee 


Medulla 





Primitive neuroblasts 





| 
| 
| | 


| 
| 


| 

| | 

3. Pheochromocytoma 
(chromaffin cells) 
hypertension 
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which may arise in the medulla are: (1) Neuro- 
blastoma which arises from the primitive neuro- 


blast and is hence highly malignant. (2) 
Ganglioneuroma, which is an innocent, rare 
adult tumour of mature ganglion eells. (3) 


The chromaffinoma or pheochromocytoma 
which originates from the chromaffin cells. 
This is another rare, innocent, small eneap- 
sulated tumour. 

Symptomatology and clinical findings.—In re- 
viewing our series of cases (Table II), one notes 
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toxemia are common to all cases in varying 
degrees. In only one ease was the child brought 
to the physician because a lump.in the abdomen 
was observed by the parents. Cervical lymph 
gland enlargements were first attributed to 
nasopharyngeal infections, tuberculosis or 
lymphoblastoma. 

In one child, the earliest symptom which was 
obvious to the parents was a ‘‘black eye’’, al- 
legedly to have been the result of a fall against 
a sewing machine. Early bone metastases in 







TABLE II. 


SuMMARY OF EARLIEST SIGNS AND SYMPTOMS 




































Case | Sex Age First symptom Admission diagnosis 
1. (DS.) M. 3% years Anorexia, “‘feverish”’ None given 
2. (J.S.) M. 21 months Constipation, listlessness Bowel obstruction, idiopathic 

anemia 
3. (A.U.) M. 5 years Sore throat, “swollen tonsils”’ Cervical adenitis, Tbe. peri- 
tonitis, lymphoblastoma 
4. (K.P.) M. 14 months Black eye Contusion left orbit 
5. (S.H.) F. 2 years Pallor, lump in abdomen Lymphoblastoma 
6. (W.W.) M. 4 years Limp, painful hips Rheumatic fever 
TABLE III. 
SuMMARY OF CLINICAL AND LABORATORY FINDINGS 
Orbital 

Case No. Abdominal mass discoloration Blood findings Diagnosis made 
1. {DS.) Yes (right) Yes 2,600,000; 47%; 9,500 Autopsy 
2. (J.S.) Yes (right) Yes 1,600,000; 33%; 10,000 Autopsy 

(liver) 

3. (A.U.) Yes (left) Not recorded 2,800,000; 49%; 10,500 Biopsy left cervical gland 
4, (K.P.) Yes (left) Yes 3,100,000; 43%; 2,400 Biopsy left temporal fossa 
5. (S.H.) Yes left) Yes 2,800,000; 61%; 6,700 Autopsy 
6. (W.W.) Yes (left) No 3,300,000; 63%; 4,500 Laparotomy adrenal biopsy 





an incidence of five males to one female al- 
though there has been no significant difference 
in sex incidence of neuroblastoma reported in 
the literature. Since neuroblastoma results 
from a failure on the part of the primitive un- 
differentiated nerve cells to mature, it is 
natural for the major incidence of the disease 
to be up to five years. It is of interest to note 
that three cases of fetal dystocia have been re- 
ported due to adrenal neuroblastoma.t. The 
dystocia results from huge enlargement of the 
fetal abdomen, causing hemorrhage and crush- 
ing pressure. 

The symptomatology of adrenal neurobla- 
stoma is about as variable and misleading as 
one could expect in a disease with such a deep- 
seated origin and obscure onset. Non-specific 
manifestations of early anemia, fever and 








the upper femora of one child (Case 6) went 
unrecognized throughout the course of the dis- 
ease. This child had pain in the hips with a 
limp which led to a preliminary diagnosis of 
rheumatic fever and a course of salicylate ther- 
apy before the abdominal tumour made its 
appearance. 

All patients presented a large, palpable, right 
or left upper abdominal mass, at or soon after 
admission to the hospital (Table III). Although 
the general location of each mass could be 
defined by clinical examination, it was exceed- 
ingly difficult in children of these ages to be 
at all certain as to the intra-abdominal relation- 
ship or origin of the tumours. It was here that 
radiological studies were a valuable aid. One 
child demonstrated peri-orbital eechymosis on 
admission. Three others developed the lesion 
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while in the hospital. The severe anemia as- 
sociated with this disease was present in all 
cases as Shown in their admission blood studies. 
The response to repeated blood transfusions 
was poor. No doubt the effectiveness of 
roentgen therapy in these patients was de- 
creased because of the low blood levels. The 
diagnosis of neuroblastoma was eventually con- 
firmed by biopsies in three patients and post- 
mortem examinations in three. 
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a lateral radiograph. A neuroblastoma in- 
variably develops regional areas of degenera- 
tion, hemorrhage and necrosis as it rapidly en- 
larges. Calcified areas may then develop early 
throughout the tumour and give a clue as to 
its presence. 

X-ray findings.—Intravenous urography (Fig. 
2) in patient No. 5 demonstrates rotation of the 
left kidney as well as its displacement down- 
wards and outwards by the large mass in the 


TABLE IV. 


CHART SHOWING DURATION OF DISEASE AND LOCATION OF METASTASES 

















Roentgen Duration of 
Case No. therapy disease 
1. (DS.) Yes 5% months 
2. (J.S.) No 3% months 
3. (A.U.) Yes 8 months 
4. (K.P.) Yes 5 months 
5. (8.H.) Yes 41% months 
6. (W.W.) Yes 6 months 





Roentgen findings.—Table IV shows the in- 
formation obtained from the plain film of the 
abdomen. The patient (Case 1) was very diffi- 
cult to examine because of pain and rigidity in 
the abdomen. No definite mass was palpable 
at the time the radiograph was taken. There 
is a small calcified shadow lying in a rounded 
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Fig. 2.—Intravenous urogram showing displacemen 
of left kidney and ureter by mass in left upper 


quadrant. Fig. 3—Radiographs showing displacement 
of stomach by large extrinsic mass (adrenal tumour). 
Fig. 4.—Film following a barium enema which dif- 
ferentiates adrenal tumour from a spleen which is 
normal in size. Fig. 5.—Radiographs of skull demon- 
strating osteolytic metastases of the vault and in- 
creased intracranial pressure. 


soft-tissue density just above the right kidney. 
The latter is displaced slightly downwards. 
The ealeification lies behind the anterior 
border of the vertebral bodies as was shown in 





Location of metastasis 


(R) Liver, skull, pancreas (autopsy) 

(R) Liver, skull, ribs and vertebre 
(autopsy) 

(L) Cervical glands, mediastinum 

(L) Skull, inguinal glands 

(L) Liver, skull, left kidney 
(autopsy) lymph glands 

(L) Femurs (radiological) 


upper left abdomen. The dye in the kidney 
pelvis is shown to lie well out in the left flank. 
The left ureter-is also faintly shown and is 
abnormally displaced laterally. The differ- 
entiation of neuroblastoma from Wilm’s tu- 
mour was aided by this examination since there 
is no intrinsic distortion demonstrable in the 
kidney itself. 

The value of a barium meal should not be 
overlooked. The radiographs (Fig. 3) demon- 
strate the relationship of the mass to the 
stomach. The body of the stomach is pushed 
upwards, forwards and to the left by a mass 
which is arising posteriorly. When proper 
x-ray procedures are carried out, the roent- 
genologist is in a better position to judge the 
relationships of such a tumour than either the 
surgeon at operation or the pathologist at post- 
mortem. 

The possibility of an enlarged spleen being 
the cause of the palpable mass in patient No. 5 
was excluded by the barium enema (Fig. 4). 
There was severe and refractory anemia, asso- 
ciated with a palpable mass which clinically 
could be an enlarged spleen. In the absence of 
demonstrable metastases, the presence of leuk- 
emia was suspected. The barium enema shows 
the splenic flexure to be squeezed between the 
large palpable mass and the normal small spleen 
lying in its usual location. 
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Fig. 5 illustrates the characteristic moth- 
eaten osteoporosis of metastasis to the parietal 
and frontal bones, particularly in the region of 
the vault around the edges of the coronal 
suture. The coronal suture is markedly widened 
due, no doubt, to the increased intracranial 
pressure. 

Although one child was limping and com- 
plained of leg pains from the onset of his ill- 
ness, his x-ray investigation did not commence 
until a tumour was palpable in his left upper. 
abdomen. He was then referred for intravenous 
urography which demonstrated the relation of 
the mass to the left kidney and gastric air 
shadow. The proximal ends of the femurs were 
found to be filled with small rounded discrete 
osteolytic areas of metastatic deposits varying 
from a pinpoint to half a centimetre or more, 
and indistinguishable from destruction by 
sarcoma or secondary carcinoma. 

Treatment and clinical course. — Roentgen 
therapy was carried out in five of the six cases 
(Table IV). The tumours and the skull metas- 
tases were irradiated. One patient received 
general body irradiation. Treatment produced 
a favourable response in three patients with 
left-sided tumours. The abdominal masses dis- 
appeared completely four to six weeks follow- 
ing the onset of the treatment. There was, 
however, only a temporary improvement in the 
patient’s general condition. Two patients with 
right-sided tumours tolerated the treatment 
poorly and had much nausea with progressive 
anemia. There was no effect on the orbital 
lesions or other metastases. The remarkable 
radiosensitivity of such a primitive cellular 
tumour to moderate doses parallels that of a 
Wilm’s tumour. The latter diagnosis was 
entertained in the patient with early ‘‘rheu- 
matic’? symptoms where the tumour literally 
‘‘melted away’’ under treatment, until a 
laparotomy and biopsy proved the error. 

The highly malignant nature of this disease 
is illustrated by the fact that none of our pa- 
tients lived longer than eight months from the 
onset of the first symptom. That Farber? in 
1940 reported 10 out of 40 patients with neuro- 
blastoma alive from three to eight years after 
the operative discovery of neuroblastoma is a 
surprise. His series of 40 neuroblastoma, how- 
ever, included those which arose jn other 
characteristic areas of the sympathetic tissues. 
It is possible that the neuroblastoma which 
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arise outside the adrenal area have a better 
prognosis because the disease is recognized 
earlier and surgical removal of the primary 
tumour takes place before metastases occur. 


The periorbital eechymosis seen in Case 1 
had been present for only a few days and de- 
veloped about the time of the admission of the 
patient to the hospital, The early discolora- 
tion of the eyelid from ecchymosis is ascribed 
to the extreme vascularity of the metastatic 
lesion. The thin-walled capillaries are the 
source of the earliest orbital discolorations 
which, as in one of our cases, may be the first 
sign of disease. 


Treatment of orbital metastasis with radio- 
active phosphorus was reported in two of a 
series of five cases by Shaffer.* One case was 
given a large dose of radioactive phosphorus 
by mouth without effect. Another case was 
given a large single dose of radioactive phos- 
phorus intravenously. Radioactivity demon- 
strated by the Geiger counter showed a definite 
concentration over the tumour site of the right 
orbit as compared with the control area on the 
left orbital rim during the first day. This 
initial difference rapidly diminished. By the 
next day the radioactivity was the same on one 
side as the other. The initial difference was 
thought to be due to the increased vascularity 
of the tumour area. Shaffer concludes that 
this type of treatment is of no value unless the 
salts are concentrated in the tumour eells as 
occurs in the thyroid cells when radioactive 
iodine is injected. 


PATHOLOGICAL FINDINGS 


In regard to the location of metastases, 
(Table IV) references are still appearing in 
recent literature to the Pepper and Hutchison 
type of this tumour. This is the only neoplastic 
disease in which types have been set up on the 
basis of distribution of metastases, and whether 
or not the primary tumour arises from .the 
right or left side. It can safely be said that 
distribution of metastases of the adrenal neuro- 
blastoma does not depend upon which adrenal 
is primarily affected. There is really no evi- 
dence to justify the continued use of the terms 
‘‘Hutchison and Pepper types’’. 

The microscopic picture is like that of 
sarcoma. It was formerly called ‘‘adrenal 
sarcoma of children’’. One of our cases was so 


diagnosed after a biopsy from an exploratory 
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laparotomy was studied. It is most important 
that the clinical picture be considered and that 
the microscopic diagnosis be obtained from a 
competent pathologist. The tumour consists of 
undifferentiated small round cells and a few 
imperfect adult nerve cells and neurofibrils 
which form a distinctive feature. The neuro- 
fibrils arrange themselves in long bundles or 
little rounded masses, along which the cells are 
grouped into a rosette form. The rosettes are 
characteristic of neuroblastoma but may be 
very difficult to find. Small areas of necrosis 
and calcification scattered throughout the 
tumour are also prominent features. 


CONCLUSIONS 


1. Six cases of adrenal neuroblastoma are 
reviewed. 

2. They confirm the tendency for the early 
manifestations of the tumour to mimic symp- 
toms of other diseases. 

3. The primary growth is usually not recog- 
nized until well advanced metastases are 
demonstrated. 

4, Diagnosis is difficult and requires careful 
correlation of clinical, roentgen and pathologi- 
eal findings. 


The author is indebted to the Staffs of the Depart- 
ments of Pediatrics and Pathology, The Vancouver Gen- 
eral Hospital, for data used in this paper. 


REFERENCES 

AND RADMAN, H. M.: Am. J. Obst. € 
Gynec., 46: 440, 1943. 

2. FARBER, S.: Am. J. Dis. Child. (Society Transactions), 
60: 749, 1940. 

3. SHAFFER, R. N.: Am. J. Ophth., 30: 733, 1947. 


1. WEINBERG, T. 


MULTIPLE MYELOMA* 
E. G. Brownell, M.D.+ 
Winnipeg, Man. 


MULTIPLE myeloma is a clinically distine- 

tive, malignant disease of the skeleton, 
which is characterized by multiple osteolytic 
plasma-cell tumours of bone and a proliferation 
of plasma cells within the marrow. These tu- 
mours have a predilection for the bones where 
active blood formation takes place in the adult; 
i.e., the sternum, ribs, vertebral bodies, skull, 
bones of the shoulder girdle, pelvis, and upper 
ends of the humeri and femora. 


*From the Winnipeg General Hospital and the De- 
partment of Medicine, University of Manitoba. 

t Demonstrator, Department of Medicine, University 
of Manitoba; Fellow in Medicine, Winnipeg Clinic, 
Winnipeg, Manitoba. 






Although the substance, which has since become known 
as Bence-Jones protein, was first discovered by Dr. Henry 
Bence-Jones1 in November 1845; Von Rustizky2 is said 
to have been the first to describe the condition ‘‘ multiple 
myelom’’ in 1873. Kahler,3 in 1889, associated this dis- 
ease with the occurrence of Bence-Jones protein in the 
urine. Since that time, many cases have been added to 
the literature. Deserving special merit in this regard 
are such workers as Geshickter and Copeland,* Bayrd and 
Heck5 and Lichtenstein and Jaffe.6 Geshickter and 
Copeland, in 1928, helped systematize our present knowl- 
edge of the disease when they reviewed all of the eases 
of proved multiple myeloma appearing in the literature 
up to that date, and added 13 of their own to make a 
total of 425 cases. Bayrd and Heck, in January 1947, 
presented 83 proved cases of multiple myeloma seen at 
the Mayo Clinic up until December 1945, and gave a 
thorough review of the subject. 


This discussion is based on 21 cases at the 
Winnipeg General Hospital between March, 
1946 and March, 1949. All cases have been 
proved by biopsy, sternal aspiration or at 
autopsy. Of these 21 cases, 17 have been sub- 
divided arbitrarily into two groups on clinical 
grounds. These are as follows: 

1. Cases presenting with fairly typical symp- 
tomatology and findings——Thirteen in number. 

2. Cases presenting with somewhat atypical 
symptomatology and findings.—Four in number. 
(a) Two cases presenting with a refractory 
anemia; (b) 1 ease presenting with macroglos- 
sia; (c) 1 case presenting with painless arthro- 
pathy. The four remaining cases—3 of solitary 
myeloma and I of plasma-cell leukemia—were 
excluded from the above classification, but in- 
cluded in the total number of cases, since most 
authors regard multiple myeloma, solitary 
myeloma, and plasma-cell leukemia as being 
three features of the same disease. 


As an example of a fairly typical case of multiple 
myeloma, Case 3 has been chosen. H.S.W., a 51-year 
old white farmer, was admitted to the Winnipeg General 
Hospital on February 3, 1947. He complained of pain in 
the lower back and in the region of his right hip since 
early September, 1946 (5 months). He also stated that 
the left side of his chest had been sore for 3 weeks. 
Examination revealed pallor, a palpable spleen tip and 
tenderness over the 6th, 7th and 8th left ribs in the 
anterior axillary line. 


Urinalysis revealed 0.08% albumin and 3 or 4 red 
blood cells per high power field, but no Bence-Jones pro- 
tein. His hemoglobin was 55% (8.4 gm.) with a red 
cell count of 2.85 million. His sedimentation rate was 
142 mm. Total blood protein was 10.3 gm./100 ¢.c. with 
a globulin of 5.7 gm./100 ¢.c. His fasting serum calcium 
was 15.6 mgm./100 ¢.c. Blood urea nitrogen was 45 
mgm./100 ¢.c. X-rays of skull, lumbar spine and pelvis 
all showed multiple osteolytic lesions throughout. There 
was a 5 mm. in diameter, punched-out, translucent area 
in the head of the proximal phalanx of the right middle 
finger. A sternal marrow aspiration was performed and 
showed 16.5% plasma cells with 6.0% disintegrated cells. 
A diagnosis of multiple myeloma was made on the basis 
of the above findings. 


On February 12, he developed bronchopneumonia and 
died on February 15. At autopsy, numerous osteolytic 
lesions (2 to 3 em. in diameter) were found in the skull, 
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ribs, and thoracic and lumbar vertebre. The spleen 
weighed 470 gm., the liver 2,040 gm. Both of these 
organs, as well as the abdominal lymph nodes and 
kidneys, showed infiltration with large numbers of 
plasma cells. 


In eases 2, 7, 11, 12, and 13, the x-ray changes 
in the spine were those of osteoporosis (a dif- 
fuse demineralization) rather than the punched 
out more typical areas. In ease 13, osteoporosis 
in the lumbar spine was the only positive x-ray 
finding, skull, arms, legs and chest plate all 
being negative. 

Case 14, a 56-year old lawyer, was first seen on Febru- 
ary 5, 1946. He came in for a general check-up because 
of mild fatigue and lack of ‘‘pep’’. He was found to 
be anemic when he was examined in November, 1943. 
Again in February 1944, he had been examined and told 
that he had a liver-deficiency type of anemia with a 
hemoglobin in the 60’s. He had been taking 1 c¢.c. of 
liver, twice weekly for two years, but in spite of this 
therapy, his hemoglobin remained below 60%. The only 








a soft apical systolic murmur. Blood examination in 
February, 1946, revealed: hemoglobin 57%, red blood 
cells 2.08 million, normal differential count and a sedi- 
mentation rate of 20 mm. He was admitted to the 
Winnipeg General Hospital, March 12, 1946. Here, 
laboratory tests revealed normal total and fractional 
proteins, blood count as before. Sternal marrow, March 
15, showed 51% atypical cells, which were labelled 
lymphocytes. There was depression of the granular and 
red cell series. Urinalysis was negative. A repeat 
marrow aspiration on March 21, showed 27.5% atypical 
plasmacytoid cells with 20% disintegrating cells of the 
same type. These cells were described as atypical, having 
no clear-cut classification. He was given three trans- 
fusions of whole blood, and discharged as an aplastic 
anemia. 

The next significant change was in October, 1947, 
when he developed pain in his right clavicle after lifting 
a chair. An x-ray at this time showed a pathological 
fracture at the middle third of the right clavicle, and 
punched-out areas in the outer half of the right clavicle 
and the upper ribs. In May, 1948, he began to lose 
weight, going from 192 lb. down to 170 lb. by December, 
1948. He has shown Bence-Jones proteinuria (positive 
in 45 seconds) on two occasions now, January 15, 1949 
and February 16. He now has 20% plasma cells in his 











































































































positive findings on examination were (1) pallor and (2) peripheral blood and shows myeloid immaturity. His 
TaBLe I, 
TypicaL CASES 
Sed. Proteins Renal 
No. Sex Age Pain X-ray Hb.| rate gm./100 c.c. findings Marrow Autopsy Outcome 
| percentage 

1 M. 58 Low back Skull 65 86 - S.G. 1.024 52.6 No June 8, 1947 
hip joint pelvis Gl. 1.9 Alb. Neg. 16 months. 
shoulders lumbar B.-J. Neg. 

spine, ribs 
7 2 M. 59 Low back Lumbar* 45 155 T. 11.3 S.G. 1.015 47.7 No April 8, 1946 
spine Gl. 8.4 Alb. 1.0% 10 months. 
rt. wrist B.-J. Neg. 
ae. 3 M. 51 Low back Spine, ribs | 55 142 T. 10.3 8.G. 1.020 16.5 Yes Feb. 15, 1947 
left hip pelvis Gl. 5.7 Alb. 0.08% 5% months. 
ribs (It.) rt. hand B.-J. Neg. 
_ 4 M. 84 No Skull 35 50 T.. 60 S.G. 1.014 40.0 Yes Oct. 13, 1947 
Gi, 2.7 «| Alb. 0.01% 1 year. 
B.-J. Neg. 

5 F. 62 Low back Spine 43 87 1. On0 S.G. 1.015 Smear No Aug. 3, 1947 
hips pelvis Gioia Alb. 0.05% 8 months. 
chest skull B.-J. Pos. 

ribs 

6 F. 48 Shoulders Skull, ribs | 48 164 T. 9.4 8S.G. 1.012 90.0 No May 2, 1948 
low back spine Gl. 6.8 Alb. 0.3% 13 months. 

pelvis B.-J. Neg. 

7 M. 67 Shoulders Skull* 42 151 Mac S.G. 1.018 47.0 No Oct. 21, 1948 

° hips spine Gl. 9.4 Alb. 0.01% 11 months. 
pelvis B.-J. Neg. 
ribs 

8 a. 45 Low back Skull 79 118 T. 6.44 S.G. 1.010 21.8 Yes Feb. 4, 1948 
shoulders th. spine Gl. 1.6 Alb. 0.08% 3 months. 

ribs femora B.-J. Neg. 

9 M. 60 Upper Skull 69 121 T. 9.4 8.G. 1.026 9.0 No Feb. 26, 1949 
thoracic th. spine Gl. 6.5 Alb. 1.2% Spinous 14 months. 

right B.-J. Pos. 
humerus 
pelvis 
10 M. 57 Low back Erosion 82 160 T. 8.3 S.G. 1.020 Yes Feb. 2, 1948 
right L. 3 Gl. 4.9 Alb. 1.0% 15 months. 
shoulder Ant B.-J. 

11 F, 64 Low back Spine* 65 T. 9.8 S.G. 1.025 72.8 No Aug. 11, 1946 
ribs Gl. 6.1 Alb. Neg. 13 months. 
pelvis B.-J. Neg. 
skull 

12 F. 70 Low back Spine* 44 147 T. 10.0 8.G. 1.010 52.4 No July 14, 1948 

hips skull Gl. 7.3 Alb. Neg. 21 months. 
B.-J. Neg. 
13 M. 75 Low back L. spine* 52 131 T. 10.3 S.G. 1.020 59.8 Yes March 18, 
thighs Gl. 8. Alb. Neg. 1949 
B.-J. Neg. 7 months. 





, Data for the ‘‘typical cases’’. 
centage of plasma cells found. 
of disease from onset of symptoms to death. 


Asterisks under heading, ‘‘x-ray’’, indicate osteoporosis. der L ) 
All marrows are sternal unless otherwise stated. Under outcome is given the date of death with the duration 


Under the heading ‘‘marrow’’ is listed the per- 
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Taste II. 
ATYPICAL CASES 
| | Sed. Proteins Renal | 
No. Sex Age Pain X-ray Hb. rate |gm./100c.c. findings Marrow Autopsy Outcome 
Refractory anemia 
percentage 
14 M. 56 No Skull 52% 62 . 4. S.G. 1.020 60% Alive 
ribs Gl. 2.2 Alb. 0.03% 5 years and 
shoulders B.-J. Pos. 5 months. 
humeri 
15 M. 72 No Negative 66% 76 T.9.6 8.G. 1.019 22.8% | Alive 
Gl. 5.4 Alb. 0.03% | 2 years 
B.-J. Neg. | 
Macroglossia 
16 F. 78 No Negative 57% 94 T.5.9 S.G. 1.017 66% Saks | Alive 
Gl. 1.6 Alb. 0.1% . Feb., 1949 
B.-J. — 1 year 
Arthropathy 
17 M. 62 No Patella 48% 138 93 S.G. 1.010 6.5% Yes | June 20, 1948 
left hip Gl. 6.2 Alb. 0.03% | 10 months 
B.-J. Neg. | 
Data for the ‘“‘atypical cases’’, showing also the presenting finding in each case. 
TaB.e III. 
Souitary MyYELoMAS 
Sed. Proteins Renal 
No Sex Age Pain X-ray Hb rate |gm./100 c.c. findings Marrow Autopsy Outcome 
percentage 
18 M. 45 Low L. 2,3 and 4| 75% 70 "ha a. S.G. 1.021 L.@ waa Alive 
bac Gl. 5.2 Alb. Neg. Biopsy Nov. 15, 1948 
B.-J. Neg. | 4 years. 4 
19 F 75 ~=|Left hip Lt, ilium 75% 16 T. 5.4 8.G. 1.017 Tumour Oct. 3, 1948 
Gl. 2.1 Alb. 0.1% Excised 31 months. 
B.-J. Neg. 
a 20 F 61 Left hip Lt. ilium 77% 80 ‘Se the S.G. 1.011 Yes Sept. 9, 1947 
Gl. — Alb. 0.01% 2 years. 
| B.-J. — 
Plasma cell leukemia 
21 M. 63 Mid Negative 39% 165 T. 5.4 S.G. 1.017 35% Yes | March 26 
chest GE. 2:7 Alb. Neg. 1947 
B.-J. Neg. | 7% weeks. 














Data for cases of solitary myeloma and plasma cell leukemia. 


hemoglobin varies from 34 to 54% and he maintains his 
activity on two transfusions monthly. He remains rela- 
tively free from pain. His most recent marrow aspira- 
tion on March 22, showed 60.0% plasma cells. 

The cases listed as solitary myeloma, numbers 
18, 19, and 20 are so labelled, not because the 
evidence in favour of them being solitary was 
conclusive, but because the evidence in favour 
of them being multiple was inconclusive. Case 18 
showed an elevated sedimentation rate and hyper- 
globinemia. Case 19 showed signs of kidney dis- 
ease. In none of these cases was a sternal marrow 
aspiration done. However, skull and chest 
plates checked in case 18 were normal. Case 
19 was not diagnosed ante-mortem. At autopsy, 
myeloma was found only in the left ilium; but 
vertebral and sternal marrow were not checked. 
The kidneys showed a lower nephron nephrosis. 

Incidence.—The age incidence is shown in 
Fig. 1. One-half our cases fell between the age 


of 50 and 64, and one-third of the cases were 
over 70 years of age. 


Clinical findings——The two commonest en- 
trance complaints were pain and loss of weight. 
Other symptoms include bleeding, tumour 
formation, large tongue and arthritis. 

Pain.—76% of our series presented initially 
with this complaint. It was most commonly a 
persistent, progressive low back pain. Other 
sites where pain occurred were hips, shoulders, 
ribs and thoracic spine. In ten out of sixteen 
cases exhibiting pain, this was associated with 
tenderness over the site of the pain. Pain was 
usually aggravated by movement, lifting, 
coughing and sneezing. In one case (No. 20) 
there was sciatica which was explained by the 
invasion of the sciatic nerve by tumour, noted 
on post-mortem. 
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A loss of weight of more than twenty pounds 
was recorded in one-third of our cases. In some 
cases it was very marked. 

Bleeding occurred in 19% (4 eases). In two 
eases, this took the form of epistaxis, and in the 
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other two it was rectal bleeding. In one further 
ease, the patient had a subdural hematoma. 
In one ease with epistaxis, a perforation of the 
nasal septum was discovered. Unfortunately, 
it was not biopsied. Several writers® ® have 
observed abnormal bleeding in myeloma, and 
have found that it is associated almost in- 
variably with hyperglobinemia. Such was the 
state in three of our four patients, and in the 
fourth, a fractional protein estimation had not 
been carried out. 
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Fig. 2 


Tumour formation was noted in only one 
ease of the multiple variety and in two patients 
with solitary myeloma. In the first case it was 
situated along the left clavicle and also the left 
side of the jaw. In the other two cases it was 
in the region of the left ilium. 

Macroglossia as found in case 16 was con- 
sidered to be due to amyloidosis. One of the 


striking features of amyloid deposits, occurring 
in association with amyloid disease, is that it 
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usually consists of the so-called atypical or 
idiopathic type. This type is deposited in bone, 
muscle, connective tissue, skin, tongue, gastro- 
intestinal tract, ete. Lichtenstein and Jaffe® 
state that ‘‘so often is multiple myeloma the 
basis for so-called atypical or idiopathic amy- 
loidosis that the possibility of myeloma should 
be investigated in every case’’. They found 
amyloidosis in 10% of their series of 35 cases. 

Neurologic manifestations were exhibited 
in eases 15 and 17 as described previously. Pa- 
tient No. 20 also had sciatica as described. 
Kurnick and Yohalem,’ state that 40% of pa- 
tients with myeloma have neural complications. 
These consist of (a) lesions of the cord, (b) 
lesions of the nerve roots, (c) compression of 
the spinal ganglia and (d) intra-cranial lesions. 
These are all due to compression of neural 
tissues, or of their blood supply by tumour, or 
pathological fracture. They discuss another 
form of neural disease, 7.¢., peripheral neuritis. 
Usually, post-mortem in these cases fails to 
reveal adequate mechanical cause for the 
neuritis. 


The significant changes noted in the blood 
picture in this series of cases include (1) eleva- 
tion of the sedimentation rate, (2) anemia, (3) 
rouleaux formation, (4) the presence of plasma 
cells in the peripheral blood and (5) myeloid 
immaturity. 

1. Elevation of the sedimentation rate was 
noted in 90% of our cases—58% being above 
100 mm. (Westergren) and 32% being between 
50 and 100 mm. Of the two remaining cases, 
the sedimentation rate was not checked in one 
instance, and in the other it was 16 mm. (a 
ease of solitary myeloma). In the 11 cases with 
sedimentation rates of over 100 mm. all but two 
occurred in conjunction with elevated serum 
globulins. Rouleaux formation is also closely 
associated with elevation of the sedimentation 
rate. 

2. Anemia was noted in 76% of our eases. 
These cases had a hemoglobin of less than 75% 
(11.9 grams). Of these 16 cases, the hemo- 
globin was below 50% in 9. Two of our cases 
presented with an anemia simulating per- 
nicious anemia, which was refractory to treat- 
ment by liver therapy. The anemia is said to 
reflect (1) progressive neoplastic encroachment 
on the myeloid marrow, (2) toxic inhibition, 
(3) bleeding into tumour tissue, (4) the effects 
of general debilitation and (5) renal damage. 
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Whatever the cause, this anemia is notably 
refractory to any form of therapy. 
3. Rouleaux formation was observed in six 


patients, but was probably overlooked in 
others. Frequently associated with this finding 
is autohemagglutination, observed in Hayem’s 
solution. Rouleaux formation bears a close 
relationship to elevated sedimentation rate and 
hyperglobulinemia. In five of our six eases, 
the sedimentation rate was above 100 mm. and 
the globulin more than 5 grams/100 e.e. 

4. Plasma cells were found in the peripheral 
blood stream in six of our patients (28%), in- 
cluding the case of plasma-cell leukemia. 


5. Myeloid immaturity was noted in five of 
our cases (24%). In three cases immaturity 
was observed as far back as the stem eell. 

The two significant biochemical changes ob- 
served in cases of multiple myeloma are hyper- 
proteinemia and hypercalcemia. 

Hyperprotememia with a globulin of more 
than 4 gm. % was observed in twelve of our 
eases (57%). The highest protein recorded 
was 11.5 with a globulin of 9.4. In all cases 
of hyperglobulinemia, there was a reversal of 
the albumin-globulin ratio. The reason for 
hyperglobulinemia is not known definitely, Bone 
marrow and liver have both been implicated as 
regards its production. Magnus-Levy® has 
advanced the view that the hyperglobulinemia 
is due almost completely to an increase in the 
euglobulin fraction. Other observers’ ™ state 
that the globulin increase is due to an increase 
in pseudoglobulin I and also Bence-Jones pro- 
teins. Although hyperproteinemia is found in 
other conditions, notably sarcoidosis, kala azar, 
lymphogranuloma venereum, and occasionally 
with liver damage, it should always suggest 
the possibility of myeloma, especially if found 
in association with Bence-Jones proteinuria or 
hypercalcemia. 

Hypercalcemia, with values for serum eal- 
cium of over 12.0 mgm. %, was noted in four 
eases (19%). Calcium levels were only checked 
on twelve patients. The levels of calcium on 
the four patients with hypercalcemia were as 
follows: 13.0, 13.5, 15.6 and 17.3 mgm. % The 
phosphorus was normal in all-four cases, and 
the serum alkaline phosphatase normal in the 
two cases on which it was done. In three of 
our four cases, hypercalcemia occurred along 
with hyperproteinemia, although most authors” ° 
state that it develops independently of hyper- 
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globulinemia. This increase in calcium is due 
to the lytic resorption of bones, and is also 
related to the tendency toward renal failure in 
many cases. In some eases, the hypercalezemic 
tendency is maintained and even exaggerated 
by secondary hyperplasia of the parathyroid 
glands developing in response to renal insuf- 
ficiency. In determining whether myeloma or 
hyperparathyroidism is the etiologic factor in 
any given case with hypercalcemia, it should 
be noted that the serum phosphatase activity 
tends to be normal in myeloma and increased 
in hyperparathyroidism. 

In ease 8 of our series, with a calcium of 17.3 
mgm. %, the parathyroids were found to be 
normal on post-mortem examination. 

The chief renal complications of myeloma re- 
ported in the literature are Bence-Jones pro- 
teinuria and albuminuria. Bence-Jones protein 
was found in the urine of only three of our 
patients (14%) and it was checked in 18 eases. 
This low incidence is in contrast to most re- 
ports which state that it is present in 50 to 
60% of cases. The explanation for our low 
figure may well be that Bence-Jones protein- 
uria is notably transient in nature, and in most 
of our eases less than three examinations were 
made on the urine. Present evidence seems 
to favour the conclusion that Bence-Jones pro- 
tein is a group of small globulins with a 
molecular weight of approximately 35,000, 2.e., 
one-half the molecular weight of plasma albu- 
min and one-quarter that of globulin. It is 
precipitated by heating the urine to tempera- 
tures between 40 and 60° C. When the 
temperature is raised still higher it redissolves, 
to appear again on cooling. It has been re- 
ported as occurring in conditions other than 
multiple myeloma, e.g., metastatic carcinoma 
of bone, sarcoma of bone, senile osteomalacia, 
lymphatic and myelogenous leukemia poly- 
cythemia. 


Albuminuria occurred in fifteen cases (71%). 
It varied from 0.01 to 1.0 gm. %. Red blood 
cells were found in the urine of six of our pa- 
tients. Three of the cases with albuminuria 
showed an elevated blood-urea nitrogen. At 
autopsy, the kidneys characteristically show 
tubular degeneration with plugging of the 
tubules by dense eosinophilic hyalin-like plugs 
of proteinaceous material. Two of our cases, 
Nos. 8 and 10, showed these changes on post- 
mortem examination. 
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Roentgenographic changes in the skeleton 
are, especially if multiple, indicative of mye- 
loma. X-ray changes were found in twelve of 
our patients (59%). In five patients, these 
findings took the form of the typical punched- 
out, discrete, osteolytic lesions, while in five 
others the changes were chiefly those of osteo- 
porosis. In one ease the only x-ray finding was 
that of erosion of the anterior border of the 
third lumbar vertebra, and’ in the twelfth case 
x-ray showed destruction of the left hip joint. 

Causation and cytology.—The various fea- 
tures of multiple myeloma give it a resemblance 
to forms of cancer, leukemia, or lymphoma. 
There exists at the present time a_ wide 
diversity of opinion in regard to the nature of 
the parent myeloma cell, and the types of 
myeloma to be found. Diggs and Sirridge™ in 
a report on sternal marrow and peripheral 
blood findings in 55 patients with plasma cell 
myeloma, support the thesis that this disease 
is represented by a single cell type arising from 
reticulum cells in a dysplastic plasma cell line. 
Plasma cells constitute a distinct strain of cells, 
clearly distinguishable morphologically from 
myeloid, lymphoid and erythroid types. These 
authors feel that the ‘‘myeloma cells described 
in the literature are early plasma cells, and 
that the term myeloma-cell should be discon- 
tinued in favour of the more specific name 
plasma eell’’, Most authors at present agree 
with this thesis, but a few’ 1° feel that, in ad- 
dition to the plasma cell myeloma, there are 
lymphocytomas, myelocytomas, erythroblas- 
tomas, ete. The possibility exists that some of 
these additional forms of myeloma described 
were actually plasma cell myelomas with a 
leukemoid reaction. 


The findings in our small series of cases sup- 
port the plasma cell theory, as all our eases 
were plasma cell myelomas. The percentage of 
plasma cells found in the marrow has been 
tabled for each case. Marrow examination was 
diagnostic in all cases where checked, 1.¢., 17/17. 
In 2 cases, diagnosis was made at autopsy. In 1 
case, No, 18, diagnosis was made by biopsy, and 
in 1 case, No. 19, the tumour was excised. 


Diagnosis.—The presence of plasma cells or 
myeloma cells on marrow aspiration or biopsy, 
constitutes the only absolute criterion of 
multiple myeloma. The diagnosis should be 
considered if any of the following findings are 
noted: musculo-skeletal pain, especially if as- 





sociated with a marked weight loss; obscure 
renal disease; refractory anemia of undis- 
covered etiology; severe osteoporosis, or more 
classical roentgenographic findings such as 
discrete osteolytic lesions ; Bence-Jones protein- 
uria; hyperglobulinemia ; hypercalcemia ; roul- 
eaux formation; high sedimentation rate; and 
the finding of unusual tumour-like amyloid 
deposits. 


Sternal marrow aspiration should be em- 
ployed freely in cases of obscure diagnosis with 
any combination of the above. It is a simple 
test with a broad diagnostic range. In this 
regard, it must be remembered that a negative 
result on marrow examination does not exclude 
myeloma. Since the changes in the marrow 
may be irregularly distributed, repeated mar- 
row aspirations at different sites should be 
performed, if the diagnosis of myeloma is being 
considered. 

Treatment.—There is nothing of proved cura- 
tive worth to be offered to patients with 
multiple myeloma. The mainstays of therapy 
at present consist of palliative roentgen-ray 
treatment and replacement transfusions. Lamin- 
ectomy*’ for decompression of the spinal cord 
after the development of paraplegia has given 
notably good results in some cases. The use of 
stilbamidine in the treatment of multiple 
myeloma was first advocated by Isidore 
Snapper? in January, 1947. Since that time, 
there have been many reports on its use. 
Snapper’s original reports were quite enthusi- 
astic, but his subsequent reports’® and those of 
other authors?” *? * show that stilbamidine will 
give temporary relief from pain in up to 50% 
of cases only. It does not check the progress 
of the disease. Two complications of stilbami- 
dine therapy are (1) a dissociated anesthesia 
of the trigeminal nerve which occurs in the 
majority of cases several months after the 
termination of treatment, (2) renal failure oc- 
curring in patients with impaired renal fune- 
tion. 

The real value in Dr. Snapper’s work lies in 
the fact that he has found a method to study 
the metabolism of myeloma eells. Following 
treatment with stilbamidine, basophilic in- 
clusion bodies develop in the myeloma cells. 
They consist of a conjugation of ribonucleic 
acid and stilbamidine. Since these inclusion 
bodies are not found in eells other than mye- 
loma cells, it may be possible, in the future, to 
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use stilbamidine to introduce specific substances 
or specific energies into the cytoplasm of these 
cells. 


Urethane has been employed in the treatment 
of multiple myeloma. <A recent report?® cites 
4 cases treated with this substance, showing 
striking benefit in all aspects of the disease. 
These cases have been followed from seven to 
thirteen months. This report warrants further 
study. 

Prognosis.—Of the 21 eases in this ‘series, 17 

have died. The average interval between onset 
of symptoms and death was 12.7 months. Of 
the remaining four cases, two are known to be 
alive and well. One ease (No. 18) was alive on 
November 15, 1948, four years after onset of 
symptoms. At this time, he was reported to 
have developed metastases in his left lung. 
Case 16 was last heard from in February, 1949, 
one year from onset of symptoms. She was in 
failing health. It is interesting to note that 
the two cases presenting with refractory 
anemia are both living—ease 14 after an inter- 
ral of five and a half years, and case 15 after 
two years. It is our feeling that the prognosis 
of this disease varies with the predominant 
cell type found in the marrow aspiration much 
as it does in leukemia, but this remains to be 
confirmed. 


SUMMARY 


1. Twenty-one cases of pathologically proved 
multiple myeloma seen at the Winnipeg Gen- 
eral Hospital, March, 1946 to March 1949 have 
been reviewed, with a discussion of clinical and 
laboratory data. 


2. Emphasis has been placed on sternal 
marrow aspiration as the most reliable con- 
firmation of a diagnosis of multiple myeloma. 


I would like to express my appreciation to Doctors 
L. G. Bell, J. Lederman, and T. Dingle, as well as Miss 
E. Packham and Mr. J. Seale for their generous assist- 
ance in the preparation of this publication. Also a 
special note of thanks to Miss L. Winters who has typed 
these notes so often that she can now do it from memory. 
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A HYPERGLYCAMIC AND 
GLYCOGENOLYTIC FACTOR OF THE 
PANCREAS* 


E. Lozinski, M.D., M.Sc. 
Montreal, Que. 


HE symptom-complex which we eall diabetes 

mellitus was recognized and deseribed many 
centuries ago. It was only in 1889 however, 
that Von Mering and Minkowski demonstrated 
that total pancreatectomy in experimental 
animals resulted in diabetes, and thus provided 
strong presumptive evidence that this disease 
was due to pancreatic insufficiency. When 
subsequently in 1921 Banting and Best showed 
that an extract of pancreas—insulin—could 
reverse the symptoms and signs of the disease 
the case for diabetes being an insulin deficiency 
seemed to have been clearly established. 


No one who has studied clinical diabetes ean 
have failed to be impressed with the variations 
in the clinical manifestations of the disease, in 
its progress, in its response to treatment and 
in its specific and general pathology. Indeed 
so wide are the variations that in-the extremes 
of the picture serious doubts arise that we are 
dealing with the same disease. To illustrate 
at one extreme a girl of 12, thin, pale, iim 
hydrated in appearance, breath reeking of 
acetone, with polydipsia, polyuria, hypergly- 
eemia, glycosuria acetonuria, who left un- 
treated inevitably will go into coma and die in 
a short time. At the other extreme, a woman of 
50, fat, plethoric with no complaints except 
possibly some thirst and in whom it is only on 
routine examination that one discovers glyco- 
suria and hyperglycemia. Left untreated she 


*From the Research Laboratories of Charles E. 
Frosst & Co., Montreal. 
Read before the Montreal Clinical Society, February 


15, 1950. 
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may go for many years in apparent comfort 
and may then develop gangrene in an ex- 
tremity, or retinopathy, cataract or other de- 
generative diseases. In between these extremes 
one may find many instances which veer more 
to one side than the other. The general im- 
pression must be however, that in the extremes 
at least the only signs that are present in com- 
mon are the glycosuria and hyperglycemia and 
that for the rest they are quite different. It 
is not surprising therefore that much investi- 
gation has been devoted to determining if there 
exist aberrations in the metabolism of carbo- 
hydrate or influences on carbohydrate metabol- 
ism which can be caused by factors other than 
insulin insufficiency. Indeed the fact that 
histological examination of the pancreas in 
diabetes appeared to show no correlation be- 
tween the degree of pancreatic damage if any, 
and the severity of the disease lent an added 
stimulus to such investigations. 

It is not my intention to discuss here the 
chemical pathways of the utilization of carbo- 
hydrate from whatever source it may be 
derived, but rather to indicate what factors 
may influence the process as a whole. Nor will 
it be attempted to record the observations in 
the order in which they were made. Many 
reviews have been published on factors con- 
trolling the development and progression of 
diabetes. The most recent is by Lazarow' and 
only discussion of those features pertinent to 
this presentation will be made. 


THE PANCREAS 


Histological examination of the pancreas 
shows the presence of acinar tissue with a duct 
system through which digestive enzymes are 
poured directly into the intestine. A second 
structure, the islands of Langerhans, is also 
easily recognized. If the pancreatic duct is 
ligated the acinar tissue degenerates, and 
digestive disturbances occur as a result of 
failure of the pancreatic enzymes to reach the 
intestine, but the animal will not develop 
diabetes and the islands of Langerhans will be 
found intact. If such a pancreas is treated to 
extract insulin the extract will be found to be 
capable of reversing the symptoms of diabetes 
when administered to a totally depancreatized 
animal. Similarly an extract of pancreas pre- 
pared in such a way as to destroy the pan- 
creatic enzymes also provides insulin: If one 
examines the islands of Langerlians employing 
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special staining technique it will be observed 
that there are at least two types of cells known 
respectively as the alpha and beta cells. The 
beta cells can be demonstrated histologically 
to contain granules, which are regarded as evi- 
dence of secretory activity. It was therefore 
considered that the beta cells were the source 
of insulin and no function was attributed to the 
alpha cells. Confirmation of this impression 
was furnished when it was demonstrated that 
the injection of alloxan? in adequate doses 
selectively destroyed the beta cells and was fol- 
lowed by the development of diabetes. It has 
been shown that the alpha cells also contain 
granules and this might then also be considered 
as evidence of secretory activity. The nature 
of this secretion however, was not suspected. 

Beta cells may be caused to degenerate by 
a number of experimental procedures and in 
general the sequence of events follows a con- 
stant pattern which will vary in intensity and 
completeness depending largely on the nature 
and acuteness of the damaging agent. These 
changes consist of loss of specific granulations, 
appearance of vacuoles in the cytoplasm, nu- 
clear pyknosis, cytoplasmic shrinking and 
finally complete disappearance of the beta cells. 
In the ease of alloxan diabetes, these changes 
are rather rapid—2 or 3 days; in the case of 
so-called pituitary diabetes they occur much 
more slowly. It has recently been shown that 
a pancreas which contains practically no beta 
cells, as in alloxan diabetes, may show five or 
six days after treatment with alloxan islets 
which appear essentially normal when studied 
by ordinary histologic stains, whereas when 
stained by special techniques to differentiate 
alpha and beta cells these islets will show com- 
plete absence of beta cells. This observation 
has raised the question as to the interpretation 
of the functional integrity of normally appear- 
ing islet tissue found in many cases of human 
diabetes. Recent human studies by Gomori* 
and by Bell* using special differential stains 
have shown that a larger percentage of dia- 
betics than previously suspected do indeed 
have evidence of a decreased number of active 
beta cells. Be this as it may there still remains 
to be answered the question of the function of 
the alpha cells. 


THE ANTERIOR PITUITARY 


It is well known now that the anterior 
pituitary exerts an important influence on 
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carbohydrate metabolism. Houssay has demon- 
strated that hypophysectomy reduced markedly 
the severity of the diabetes in a totally de- 
pancreatized animal. Hypophysectomy too will 
ameliorate the diabetes of the alloxan poisoned 


animal. The injection of crude extracts of the 
anterior pituitary over a long period of time 
is capable of inducing a permanent diabetes in 
certain animals.® In acromegaly it is very com- 
mon to find diabetes ; 30 to 40% of acromegalies 
have hyperglycemia and glycosuria and this is 
about 20-fold the incidence of diabetes in the 
general population.® 7 What is the mechanism 
by which the anterior pituitary affects carbo- 
hydrate metabolism? It is well known that the 
anterior pituitary secretes a number of trophic 
hormones, for example gonadotrophic, adreno- 
cortico-trophic, thyrotrophic, renotrophiec, ete. 
No one has yet isolated or extracted from the 
anterior pituitary a hormone which is other 
than growth-stimulating or trophic. Are we to 
assume that a hormone destructive to the 
insulin producing tissue exists, or is there 
another explanation for the apparent diabeto- 
genic activity of anterior pituitary and its 
extracts? If one examines the pancreas of an 
animal which has been treated with extracts 
of the anterior pituitary and has developed 
diabetes, hydropic degeneration of the beta 
cells is seen; the alpha cells are apparently 
intact. If however, to such an animal, phlor- 
idzin, which lowers renal threshold for sugar, 
is administered at the same time as the anterior 
pituitary extract, so that blood sugar does 
‘not become elevated, then the beta cells do not 
degenerate and diabetes does not develop... On 
this basis one may assume that the damaging 
agent in the beta cells is not the pituitary 
extract itself but rather the hyperglycemia 
which it produces. This thought received con- 
firmation in the observation that animals in- 
jected for a long time with large doses of glu- 
cose also may show the same histological 
picture in the islands of Langerhans and be- 


come permanently diabetic.2 This can there- 
fore lead to the conclusion that there exists a 
trophic factor in the anterior pituitary which 
may act on an organ or specific cells of an 
organ, stimulating them to produce a hormone 
which raises blood sugar and that this hyper- 
glycemia may result in exhaustion atrophy of 


pancreatic beta cells. 


~ 
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THE ADRENAL CORTEX 


Excessive activity of the adrenal cortex has 
also been implicated as a cause of diabetes. It 
is well known that the 1l-oxygenated corti- 
costeroids have a glyconeogenic function and 
may cause increase in blood sugar, but this is 
of a temporary nature; if long continued ad- 
ministration in excess—such as the long con- 
tinued administration of cortisone or ACTH— 
diabetes may presumably develop by a mechan- 
ism similar to that occurring after prolonged 
administration of crude anterior pituitary 
extract. 


THE THYROID 

Clinically it is well known that thyro- 
toxicosis is often associated with impaired 
carbohydrate tolerance and that diabetes oc- 
curs with greater frequency in thyrotoxicosis 
than it does in the general population. Such 
diabetes may be greatly alleviated following 
thyroidectomy. In these circumstances too the 
diabetes can be attributed to the excessive 
carbohydrate intake in which these patients in- 
dulge and which results in exhaustion atrophy 
of the beta cells of islet tissue, or alternatively 
to the stimulation of a mechanism which 
mobilizes sugar to supply the increased caloric 
needs of the hyperthyroid patient. 


INSULIN REQUIREMENTS 


The question often has been raised as to what 
is the daily insulin requirement of the normal 
individual. This question is not as easily 
answered from data derived from the experi- 
mental animal as one would expect. If one 
totally depancreatizes an animal it will of 
course develop diabetes and one should from 
such an animal be able to determine the amount 
of insulin required per calorie of food supplied. 
But a total pancreatectomy while a nice clean 
experimental procedure, is not to be compared 
to clinical diabetes where the pancreas is still 
present in the body. This is shown very beauti- 
fully in the alloxan diabetic animal. When an 
animal is poisoned by alloxan the diabetes is 
very severe; if now this animal is totally de- 
pancreatized the diabetes is much less severe 
and the insulin required to maintain the animal 
in good condition is much less than before 
pancreatectomy. Nevertheless, without insulin 
the alloxan treated animal lives longer and 
fails to develop as severe a ketosis as does the 
totally depancreatized one, indicating that the 
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pancreas secretes a factor which can of itself 
cause hyperglycemia or at least affect the 
insulin requirement and modify the severity 
of the ketosis.‘° Clinically it has recently been 
shown that a totally depancreatized patient re- 
quires less than 40 units per day of insulin to 
keep the carbohydrate metabolism in equi- 
librium," yet it is a matter of every-day experi- 
ence to find patients who require 3 or 4 times 
this amount to maintain what we regard as 
normal glycemia. It is rather begging the 
question to refer to such individuals as insulin 
insensitive. Nor do we have any evidence that 
such individuals destroy, excrete or inactivate 
insulin abnormally. 


In the light of what has been said above, 
namely, (1) the extreme variations in clinical 
diabetes; (2) the excessive insulin requirements 
of some diabetics; (3) the greater hypergly- 
czemia of alloxan diabetes as compared with the 
diabetes in totally depancreatized animals; (4) 
the mechanism of so-called pituitary diabetes ; 
(5) the demonstration that the totally de- 
pancreatized human requires less than 40 units 
of insulin daily; (6) the presence in islet tissue 
of alpha cells to which no physiological fune- 
tion had been ascribed; we were led about five 
years ago to postulate that the ‘alpha cells of 
the islets secreted a hormone which acted in a 
sense opposite to that of insulin. Such a 
balancing mechanism is not unknown in physi- 
ology and appeared well worth investigating. 
And so in co-operation with Professor R. D. H. 
Heard and Dr. and Mrs. Stewart, Department 
of Biochemistry, McGill University, investiga- 
tions were started to throw light on this sub- 
ject. The experimental details will be pub- 
lished elsewhere, suffice it to say that we were 
able to separate from the mother liquors of 
pancreatic extracts from which insulin had 
been removed an extract which when injected 
into experimental animals caused hypergly- 
cemia and depleted the liver of glycogen. It 
was also shown that liver slices in vitro ineu- 
bated with this extract lost glycogen with a 
concomitant rise in the glucose content of the 
medium.?* 1* In these communications we re- 
ferred to ‘‘An alpha cell hormone of the Islets 
of Langerhans?”’ 


It is quite true that it was somewhat pre- 
mature on the basis of the then available evi- 
dence to refer to this extract so specifically, but 
_ nevertheless it was felt that the theoretical 


considerations coupled with the experimental 
findings did indeed present strong presumptive 
evidence for the origin of the hyperglycemic, 
glycogenolytic substance from the alpha cells. 


By coincidence in the same journal appeared 
a paper on the ‘‘Influence of insulin prepara- 
tions on glycogenolysis in liver slices’’.1* In 
this paper are described experiments which 
showed that highly purified amorphous as well 
as crystalline zine insulin preparations contain 
a factor other than insulin which increases the 
rate of conversion of glycogen to glucose in 
isolated liver slices suspended in phosphate 
buffer solutions. This glyecogenolytic effect of 
insulin could not be reproduced by other pro- 
teins, by a protein hydrolysate or by a number 
of other substances. 


It has been known for a long time that a 
transient hyperglycemia is produced in man 
and animals after the intravenous injection of 
various commercial insulins. This hypergly- 
cemia sets in a few minutes after injection, 
reaches a maximum in 5 to 10 minutes and is 
then rapidly overshadowed by the hypogly- 
cemic action.° Binger and Brault (quoted in 
16) tried to determine the nature of the hypo- 
glycemic factor but were unable to separate it 
and concluded that its chemical properties 
must be very similar to those of insulin. 


Insulin erystallized by Abel’s method did not 
cause an initial hyperglycemia and it was 
therefore assumed that impurities were re- 
sponsible for the hyperglycemic action and 
little attention was then paid to it. Newer 
methods of erystallization did not effect such 
a separation and with the exception of ‘‘ Danish 
insulin’’, all commercial insulins still possess 
the hyperglycemic activity and cause glyco- 
genolysis in isolated liver slices. 

It is now evident that from two approaches 
the presence of a hyperglycemic glycogenolytic 
factor in extracts of pancreas has been demon- 
strated. (1) on the basis of our concept that 
the physiologic pathology of diabetes requires 
such a hormone to be present. (2) From the 
demonstration that almost all very pure 
preparations of insulin carry such a factor as 
an impurity. 

In more recent publications Sutherland and 
de Duve’® and Sutherland, Cori, Haynes and 
Olsen,’7 present data on the origin, distribu- 
tion and purification of this factor and among 
the conclusions is that; ‘‘The experiments sug- 
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gest that the glycogenolytic factor of the pan- 
creas originates in the alpha cells of the islet 
tissue’’. From the experimental evidence it 
now seems established with reasonable certainty 
that there is an alpha-cell hormone and thus 
confirms our original postulation that such a 
secretion would be found. It now remains to 
consider the clinical implications. This in- 
volves some further speculation and because it 
is speculative we will confine ourselves to the 
conditions and circumstances which seem to re- 
flect our ideas best. 


Let us take for granted that diabetes is an 
insulin deficiency disease. This insulin de- 
ficiency can be absolute or relative.’ For 
instance in the totally depancreatized animal 
or in the alloxan diabetic animal there is no 
insulin, the deficiency is absolute. Clinically 
we can have such a condition. Rarely is a 
completely destroyed pancreas found, although 
in severe juvenile diabetes occasionally it does 
occur. Ordinarily there will be partial loss of 
insulin production and merely supplying the 
deficit of insulin should correct the diabetic 
condition. We now have evidence that the 
production of insulin by the normal human 
subject probably does not exceed 40 units daily. 
What then is the explanation for the fact that 
many diabetic patients require 2 or even 3 
times this amount to effect control? If we 
assume that there is a hormone which tends to 
raise blood sugar and that this hormone is 
present in excess then we may have a condi- 
tion in which the insulin deficiency is relative 
only and an excess of insulin over and above 
normal is required to balance the excess of the 
hyperglycemic factor. 


We can now venture an explanation for some 
of the clinical findings in diabetes. Take for 
example the young patients who have hyper- 
glycemia, glycosuria, ketonuria and a tendency 
to go into severe acidosis, and whose blood sugar 
fluctuates wildly between hyperglycemia and 
hypoglycemia even under eareful dietary centrol 
and insulin dosage. In these cases we believe 
that there is absolute insulin deficiency with 
irregular compensation by the alpha-cell hor- 
mone to injected insulin and the ease with which 
they go into acidosis and their ability to mobilize 
sugar from non-carbohydrate sources reflects 
this condition. 


Older individuals in whom glycosuria is found 
on routine examination, who have no complamts, 


who have a fasting hyperglycemia, seldom go 
into acidosis, nor do they show loss of weight, 
asthenia, ete., on the contrary they are usually 
very well nourished. In other words their 
ability to metabolize sugar is unimpaired, their 
hyperglycemia and glycosuria is a manifestation 
of over-activity of the alpha cells, they have a 
relative insulin deficiency. Practically, the ques- 
tion will be raised—is this hyperglycemia harm- 
ful? It has been shown that continuously ele- 
vated blood sugars produced in experimental 
animals by the administration of large amounts 
of sugar or by the chronic injection of crude 
anterior pituitary extracts, can produce an ex- 
haustion atrophy of the insulin producing tissue 
and result in permanent diabetes. It follows 
therefore that a continuously elevated blood 
sugar as seen in older diabetics can eventually 
exhaust the insular tissue and eventually pro- 
duce severe absolute insulin deficiency. This 
may occur late or early. Aside from this effect 
of hyperglycemia it is not possible to say that 
the hyperglycemia is harmful or otherwise and 
prove it. We do know however, that patients 
with hyperglycemia of long standing develop 
degenerative diseases, arteriosclerosis, cataracts, 
retinitis, gangrene, ete., at an earlier age and 
with greater frequency than do non-diabeties, so 
that we believe that until strong evidence to the 
contrary is adduced we should regard hyper- 
glycemia as not physiological and attempt to 
correct it. 


SUMMARY 


1. We have diseussed some of the considera- 
tions which led us to postulate the presence of 
an hyperglycemic factor and to locate the source 
of this factor in the alpha cells of the pancreas. 

2. Experiments have been described which re- 
sulted in the demonstration of a hyperglycemic 
and glyeogenolytie factor in pancreatic extracts 
and other experiments have been cited which 
advanced very strong presumptive evidence that 
this factor had its origin in the alpha cells. 

3. We have considered how this factor may 
influence the clinical picture of diabetes mellitus. 
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CASE REPORTS 


C&ESOPHAGOGASTROSTOMY IN THE 
TREATMENT OF CARDIOSPASM 


G. H. Stobie, M.D., F.R.C.S., F.A.C.S. 
Belleville, Ont. 


Cardiospasm is a spasm of the muscula- 
ture of the cardia or epicardia sufficient 
to cause partial or complete obstruction to the 
passage of food from the wsophagus into the 
stomach, The cause of this spasm is still un- 
settled. There are many theories but according 
to Carr and Vinson’ the most generally accepted 
theory and the most logical explanation is the 
neurogenic theory, either vagal hypoactivity or 
sympathetic hyperactivity or both. 

There are three different types of cardiospasm 
or achalasia of the esophagus, which was first 
pointed out by Lambert? thirty years ago and 
more recently emphasized by Gray and Skinner.’ 

Statistics from the Mayo Clinic* where a great 
deal of pioneer work was done on this condition 
by the late Henry Plummer who devised the 
hydrostatic bag to dilate the area of spasm, 
shows that 70% can be permanently relieved by 
one dilatation but there is a tendency for the 
spasm to recur in about 30% of the cases, any- 
where from a few months up to 25 years after 
the first treatment. However, if it does recur 
the majority can be relieved by subsequent 
‘treatments. There are from 3 to 5% of cases 
that dilatation will not relieve and some form 
of surgical therapy is necessary to relieve the 
obstruction. 

In the fusiform type of achalasia where there 
is a gradual dilatation of the csophagus from 
the ecricoid region to about midway to the cardia 
and then a decrease in size to the cardia, and the 
flask-shaped variety where the dilatation occurs 
immediately above the cardia, the cardia is at 
the most dependent portion of the dilated ceso- 
phagus. In these two types, the dilator can 
easily be directed into place; hence, treatment 





here is attended with a much higher percentage 
of good results than in the third or sigmoid type 
where the esophagus not only dilates laterally 
but also longitudinally and consequently must 
become tortuous or sigmoid in its position, and 
very often a loop falls over to the left, forming 
a reservoir of food, with the cardia much higher 
than the most dependent part. It is very diffi- 
cult in this type to guide the dilator through 
the constricted area and these are the cases that 
form the 3 to 5% that can not be relieved by 
dilatation and require surgical means. 


The method devised by Clagett et al.t with a 
report of 4 successful cases in 1945 seems to 
be the best surgical procedure reported in liter- 
ature for the surgical treatment of cardiospasm. 

Although good functional results can be ob- 
tained both by dilatation and by cesophagogas- 
trostomy, the dilated esophagus never returns to 
its normal size and the x-ray may not show any 
change, 


CasE REPORT 


A French-Canadian farmer, aged 60 was admitted to 
the Belleville General Hospital on January 24, 1950. 
His illness began 14 years previously at the age of 46. 
The first year of his illness consisted of intermittent 
attacks of epigastric pain when the stomach was empty, 
relieved by food and soda. These attacks would last 
for 2 to 3 days and recur every 6 to 8 weeks. He had 
an x-ray in 1937 and was told that he had an ulcer of 
his stomach. He was placed on a Sippy diet and 
powders. This relieved his pain but about two months 
after being on this treatment he began to regurgitate 
his food, especially milk. He was able to swallow solids 
more easily. 

He continued to regurgitate food for the next 3 
years, continually losing weight until 1940. A diagnosis 
of cardiospasm was made and he was treated by dilata- 
tion for 244 months and got some relief. He worked 
on his farm for the next two years but regurgitation 
recurred and he became very weak and emaciated and 
had a severe hemorrhage. 

In 1942 he was treated at the Kingston General Hos- 
pital. Bougies were passed daily for 8 days. He never 
got much relief, however, from this dilatation. For the 
next four years he regurgitated nearly everything he 
took about 5 minutes after swallowing. He never was 
able to sit at the table with his family because he had 
to stand and by drinking large quantities of water try 
to force the food down. He lived on soup and tea. 

He first came under my care on November 2, 1946. 
He was a very sickly, dehydrated, emaciated looking 
little man weighing 80 pounds; his maximum weight 10 
years previous had been 172 pounds. His only symp- 
toms had been dysphagia, regurgitation, loss of weight 
and epigastric pain. He had had no other illnesses. 
He did not smoke or use alcoholic beverages. 

He had a secondary nutritional anemia: Hg. 56, red 
blood cells 3,500,000. X-ray showed almost complete 
obstruction at the lower end of the esophagus with an 
enormously dilated and elongated esophagus above the 
constriction. Never was there sufficient barium in the 
stomach to visualize that organ. 

His fluids, blood and vitamins were restored paren- 
terally and on November 6, 1946, the abdomen was ex- 
plored under nupercaine spinal anesthesia through a 
high left rectus incision with the intention of doing an 
cesophagogastrostomy by pulling the dilated esophagus 
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down and anastomosing it to the upper end of the 
stomach after the fashion advocated by Clagett, Moersch 
and Fisher,1 but a large chronic ulcer was found on the 
lesser curvature in the mid-gastric area. This and a 
greatly constricted area of about one inch in length of 
the esophagus at the esophagogastric junction were the 
only abnormal findings found in the abdomen. 

Gastric ulcer is supposed to be the most common 
cause of cardiospasm, it was therefore decided that a 
partial gastrectomy be done in the hope of curing the 
cardiospasm by removing the cause. Four-fifths of the 
distal portion of the stomach was removed and con- 
tinuity established by an anterior side-to-end anastomosis. 
A jejunostomy was done for feeding purposes. 

Convalescence was uneventful. He left the hospital 
on the 17th postoperative day having gained 714 pounds. 
He felt more free from epigastric pain following this 
operation but he never was able to swallow much better. 
X-ray examination several times during the next four 
years showed little change in the condition. He never 
gained weight either. He returned again on January 24, 
1950, looking very ill. His weight was 82 pounds. 
(sophagogastrostomy was then decided upon but because 
of the previous abdominal operation the transthoracic 
approach was chosen. On February 1, under intra- 
venous pentothal, 1 gm. plus 3 c.c. of curare and intra- 
tracheal oxygen, following the technique of Churchill and 
Sweet,+ the left thorax was opened by removing the 9th 
rib. The left pulmonary ligament was cut and the lung 
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packed off. The hiatus barely admitted the index 
finger and the lower one inch of the esophagus was only 
about %4 of an inch in diameter, and very hard. Above, 
the esophagus ballooned out into a tortuous pouch. This 
was dissected free on the left side only. The left vagus 
nerve was cut. The left diaphragm was then opened for 
a distance of 3 inches outward from and including the 
hiatus. The upper remaining portion of the stomach 
was freed and pulled into the thorax and anastomosed 
to the dilated esophagus by one outer interrupted row 
of black silk sutures and an inner continuous No. 1 
chromic. The constricted portion of the esophagus was 
not opened nor did it enter the anastomosis. The cut 
margin of the diaphragm was then sutured to the wall 
of the stomach. 

One gram of streptomycin powder, 100,000 units of 
penicillin powder and 60 grains of sulfadiazine powder 
were dusted in around the area of anastomosis. The 
chest was closed after the lung was inflated. A No. 20 
rubber catheter was inserted through a stab wound in 
the 10th intercostal space, clamped and intermittent 
drainage of the chest cavity was contemplated. No 
fluid was recovered until the morning of the 3rd post- 
operative day. The patient got out of bed that morning 
while the nurse was out and fell on the floor. His colour 
was rather dusky and he was somewhat dyspneic when 
they got him back in bed. The catheter was adjusted 
and about three quarts of bloody fluid was aspirated 
from the chest. His colour and breathing immediately 
improved and he had no trouble from then on. X-ray 
of the thorax on the 4th day showed the lung fully 
expanded and no fluid present. He began swallowing 
fluids freely on the 2nd day, soft food on the 4th day and 
by the 8th day he was taking semi-light diet in large 
quantities, swallowing freely without any distress and 
no regurgitation. He gained 8 pounds in 11 days and 


left the hospital on the 11th postoperative day with his 
wound firmly healed and painless. 

On his 44th postoperative day he returned for exam- 
Weight 101 pounds, Hg. 92%, red blood cells 


ination. 





4,660,000. His skin and hair were moist and healthy. 
He eats solids and fluids without pain or regurgitation. 
X-ray shows the food passing freely into the stomach. 

Progress note as of June 1.—This man is working 
steadily on the farm, has gained 30 Ib. and feels perfectly 
well. For the first time in 14 years he is able to 
enjoy a meal with his family. 


SUMMARY 

1. A ease of cardiospasm caused by gastric 
ulcer was followed for 14 years, treated by diet, 
dilatation, gastrectomy and finally esophagogas- 
trostomy before relief was accomplished. It is 
probably most unusual in this regard—surgical 
procedures on both the distal and proximal ends 
of the stomach being necessary before symptoms 
were alleviated. 

2. Three types of ecardiospasm are described— 
the different types of treatment that have given 
the most satisfactory results are reported. 

3. The transthoracic approach seems to be the 
best method of handling this surgical problem, 
because less extensive freeing of the esophagus 
is necessary and the danger of mediastinitis is 
greatly lessened by modern antibiotics. 
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SPONTANEOUS RUPTURE OF THE 
NORMAL SPLEEN DURING LABOUR 


J. A. Harper, M.D. and J. Huertas, M.D. 


Department of Pathology, 
St. Joseph’s Hospital, Toronto, Ont. 


The term ‘‘spontaneous rupture of the normal 
spleen’’ is self-explanatory and excludes by 
definition cases of traumatic origin and those 
due to some previous pathological change in the 
spleen. Spontaneous rupture is a not too un- 
common condition when the spleen has previ- 
ously undergone changes from certain condi- 
tions. The diseases which weaken the organ and 
make it more vulnerable to spontaneous rup- 
ture include: (1) the infections — malaria, 
typhoid, kala-azar, relapsing fever, syphilis, 
tuberculosis, typhoid fever, hydatid disease and 
acute infectious diseases, such as infectious 
mononucleosis; (2) the blood dyscrasias—leuk- 
emia, Hodgkin’s disease, hemophilia and sar- 
coma; (3) the degenerative diseases—infarction, 
Banti’s disease, amyloid disease and cystic 
degeneration. 


CasE REPORTS: 


Spontaneous rupture of a normal spleen is 
however much rarer. Zuckermann and Jacobi’ 
collected 28 such cases regarding 21 of these as 
genuine and 7 as doubtful. Up to the present 
time 3 cases have been reported in which spon- 
taneous rupture of an apparently normal spleen 
has been associated with pregnancy or labour. 
Hubbard? reported the first ease of ruptured 
spleen during pregnancy. The authenticity of 
this report is open to question as the findings are 
not recorded too clearly or soundly. Schwing 
wrote of splenic rupture during labour. Burnett 
and MecMenemey reported Cesarean section and 
splenectomy in a 16-para whose spleen had 
ruptured late in pregnancy. We propose to 
report the fourth case of spontaneous rupture of 
a normal spleen during pregnancy and the 
second of such a case during labour. 


A 20-year old well developed and healthy woman para 
1, was admitted to hospital 1.30 p.m. July 9, 1949. 
Physical examination at this time showed no abnormal 
findings. Membranes had ruptured at five a.m. but on 
admission she had no pains or show. Blood pressure was 
120/70; pulse 96; respirations 20; temperature 98.3°. 
Fetal heart 160, good quality. At 3.30 p.m. of the same 
day pains began and the first and second stages of 
labour proceeded normally. By 5.50 p.m. the cervix was 
felt to be fully dilated and the patient deemed ready 
for delivery. At 5.55 p.m. patient complained for the 
first time of pressure over the sternum. She was 
slightly cyanosed about the lips and appeared un- 
comfortable. Ten minutes later she presented the typi- 
cal picture of shock—marked pallor, pulse was thready 
and of poor quality, respirations shallow. Chest was 
clear. The abdomen at this time was soft and no 
uterine contractions were present. Patient did not com- 
plain of any abdominal pain or any other distress apart 
from the marked weakness. Shock was treated with 
intravenous saline and then with plasma and whole blood 
as well as oxygen. The patient was placed on the 
delivery table and delivered with low forceps of a still- 
born 8 Ib. female child in the R.O.A. position, at 6.15 p.m. 
After delivery the patient became unconscious. Blood 
pressure, pulse, heart sounds were not obtainable. She 
was given coramine 10 ¢.c. intravenously and adrenaline 
5 minims into the heart muscle but expired 45 minutes 
later. 

Autopsy report.—Autopsy was performed 16 hours 
after death. Head, neck and chest showed no abnormal 
findings. Abdomen was slightly distended and presented 
a bluish circle about the umbilicus. The abdominal 
cavity contained numerous blood clots weighing 600 
gm. as well as 2,800 c.c. of serous blood material. 

The abdominal and pelvic organs apart from the 
spleen were normal. The uterus was in normal post 
delivery condition. 

The spleen weighed 150 gm. It was dark purplish in 
colour and was soft in consistency. The diaphragmatic 
surface was smooth and not remarkable. The visceral 
surface presented a recent area of destruction measuring 
2x 6x % cm. and extending along the colic, pancreatic 
and renal impressions. The gastric impression was not 
remarkable. The arteries and veins of the hilum were 
intact and their lumina were free from pathological 
changes. On the cut surface the pulp was soft and dark 
reddish in colour and the meshes of the reticulum were 
filled with blood and some of them were draining into 
the damaged area 

Microscopic sections from the non-affected ‘areas and 
from the site of the rupture showed no evidence of 
intrinsic disease. 





RUPTURE OF SPLEEN 





Canad. M.A. J. 
Aug. 1950, vol. 63 






DISCUSSION 


Certain writers, and in particular, Ledderhase 
and Faucault have stated that it is impossible 
for a normal spleen to undergo spontaneous rup- 
ture. Yet in the case reported here and in other 
authentic cases, all give the history of no 
trauma, no gross or microscopic changes in the 
spleen on scrupulous examination, apart from 
the rupture. 


This may lead one to argue that the so-called 
‘‘normal spleen’’ is only abnormal in one area— 
that which is the site of rupture, and that all 
pathological change is destroyed by the disin- 
tegration associated with the rupture. This is 
hard to imagine and even more difficult to 
believe when one reviews the invariable wide- 
spread involvement of the spleen in all condi- 
tions which may be associated with splenic rup- 
ture. Some microscopic abnormality would un- 
doubtedly be left. 

We can only guess at the etiology of rupture 
of the normal spleen. Hershey and Lubitz’® in 
discussing spontaneous rupture of the malarial 
spleen cite the pathogenesis and mechanisms of 
rupture of the normal spleen, suggesting a three- 
fold mechanism: firstly, local lesions as points of 
weakness; secondly, increase of tension due to 
hyperplasia and engorgement ; thirdly, compres- 
sion by the abdominal musculature. The in- 
fluence of increased intra-abdominal pressure 
and the physiological engorgement of the spleen 
during pregnancy seems significant in this ease. 
However the authors are unable to postulate any 
one theory as to the etiology of spontaneous 
rupture of the normal spleen and further cases 
and studies of this condition must be made be- 
fore one can disregard Galen’s description of 
the spleen as ‘‘an organ full of mystery’’ 


SUMMARY 


A ease of spontaneous rupture of the normal 
spleen during labour was presented. It is the 
second reported case of this nature in the 
literature. A review has been made of the more 
important contributions on this subject. No 
definite physiopathological factor has been 
arrived at to account for this condition. 
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LEUCO-ERYTHROBLASTIC ANA:MIA* 
E. Lautsch, M.D. 
Quebec, Que. 


An interesting hematological syndrome, char- 
acterized by a marked anemia with nucleated 
red cells and immature white cells in the blood 
stream, is sometimes encountered in patients 
with malignant growths having widespread bone 
metastases. This syndrome has been described 
by several authors since Epstein, in 1896, first 
reported it in a case of metastatic carcinosis of 
the bone marrow. Around 1900, Kupjurweit 
even suggested that examination of the blood 
could lead to diagnosis of secondary malignant 
invasion of the bone marrow. Loeper ef al.* 
reported a _ leuco-erythroblastie syndrome in 
which the red blood count fell as low as 1,800,000 
with a hemoglobin of 61%, giving a colour index 
of 1.69, and with 61 erythroblasts and normo- 
blasts per 100 white cells. The white blood count 
was 8,100 with 19 myelocytes and 1 myeloblast 
per 100 leucocytes. 

Ducuing et al.? report a case of breast car- 
cinoma with generalized metastases to bone in 
which the blood picture is similar to that re- 
ported by Loeper. The former refers to the 
nucleated red cells as normoblasts, megaloblasts 
and erythroblasts. He also mentions the pres- 
ence of myelocytes. 

* From the Institute of Pathology, Laval University, 


Quebec, and Department of Pathology and Hematology, 
H6tel-Dieu de Québec. 
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ANZEMIA 


In 1949, the same author® and co-workers re- 
ported two further cases of leuco-erythroblastie 
anemia with a blood picture much the same as 
the one previously described, but for the addi- 
tional note that the platelets were greatly de- 
creased and the bleeding time prolonged. He 
presents this type of anemia as part of an 
entity in which the clinical, radiological and 
hematological aspects are constant. 

Three new cases are described here. 


CASE 1 


A woman, aged 55, was hospitalized on January 16, 
1943, complaining of pain in bones, joints and leg 
muscles. She was given intensive treatment for rheu- 
matism and anemia without even temporary improve- 
ment. She died on February 27, 1943. 

The autopsy showed a reticulo-sarcoma originating in 
the sternum with widespread metastases to abdominal 
viscere and bones (ilium, shoulder, ribs, ete.). 


CASE 2 


A woman, aged 58, was admitted to the hospital on 
February 13, 1946, because of a mass in the left breast 
which had first been noticed in October, 1945. At the 
time of her entrance, the patient also complained of 
rheumatic pains in the right hip and leg. 

An examination of the blood showed a leuco-erythro- 
blastic anemia which led to the diagnosis of metastatic 
earcinosis of the bone marrow without previous knowl- 
edge of the patient’s clinical symptoms. An x-ray later 
revealed malignant invasion of the spine, pelvis and ribs. 

The patient recefved perandren and cobra venom to 
relieve her pains and injections of liver to improve her 
anemic condition. She died at her residence. No 
autopsy was performed. < 


CASE 3 


A woman, aged 31, entered the hospital on January 
13, 1949, complaining of severe pain and swelling of the 
joints, and pain in the spine. Examination showed cervi- 
eal adenopathy, a moderate cough with expectoration and 
painful mobilization of the spine. She had palpebral 














TABLE I, 

13/1/43 1/2/43 18/2/43 27/2/43 
Red blood cells 2,856,000 3,136,000 2,152,000 1,288,000 
Mean diameter 7.2 7.2p 7.4bu 7.6u 
Hb. 70% 70% 48% 28% 
Colour index 1.25 1.11 1.11 1. 
Nucleated red cells 
(per 100 leucocytes) 2 12 23 42 
Anisocytosis _ ++ _ 
Poikilocytosis + a woe > 
Polychromatophilia ++4 +4 + 
Thrombocytes very few very few 
White blood cells 2,511 5,785 4,785 8,296 
Neutrophiles 46% 38% 33% 17% 
Basophils 1% 0% 0% 2% 
Eosinophils "1% 2% 3% 2% 
Lymphocytes 36% 32% 43% 53% 
Monocytes 9% 11% 6% 5% 
Myelocytes 3% 8% 9% 10% 
Metamyelocytes 4% 9% 6% 11% 
Cooke and Ponder 62-27-10-1-0 64-26-8-2-0 79-16-—5-0-0 
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TABLE II. 

23/2/46 16/3/46 4/4/46 
Red blood cells 1,790,000 1,790,000 2,340,000 
Mean diameter 8.1y¢ 8.2u 8.0u 
Hb. 50% 60% 65% 
Colour index 1.42 a 1.41 
Nucleated red cells (per 100 

leucocytes) 75 2 

Anisocytosis ++ +++ 
Poikilocytosis + ++ 
Polychromatophilia + +++ 
Thrombocytes very few 
White blood cells 5,228 3,148 2,285 
Neutrophils 18% 22% 29% 
Basophils 1% 
Eosinophils 
Lymphocytes 72% 51% 57% 
Monocytes 8% 20% 14% 
Myelocytes 1% 1% 
Metamyelocytes 1% 5% 
Cooke and Ponder 92-8-0-0-0 65-25-7-3-0 


and conjunctival eecchymoses and later developed petechize 
on the arms. A clinical diagnosis of thrombocytopenic 
purpura was made. Between February 16 and 26, 
she received four transfusions of 400 ¢.c. each. In 
spite of this, she continued steadily downhill until she 
died on March 2. 

The autopsy showed ulcerative linitis plastica with 
widespread metastases to abdominal viscere, lymph nodes, 
lungs, hypophysis and bone, in particular the skull and 
sternum. 


COMMENT 
The red cell picture in the leuco-erythro- 
blastic syndrome shows moderate to marked 
anemia, generally hyperchromic, with a colour 
index frequently greater than 1. There is also 
anisocytosis, poikilocytosis, and polychromato- 


philia to a varying degree. Cabot rings have 
been noted (Case 1, Fig. 1). The presence of 
nucleated red cells is a constant finding. It 
should be noted that there has been some con- 
fusion in naming these. There is a general ad- 
mission to the presence of normoblasts, but 
where some authors (Magner,> Ducuing* *) 
describe a second nucleated cell as a megalo- 
blast, others (Bernard* Loeper et al.‘) indicate 
that megaloblasts as such are not found in 
leuco-erythroblastie anemia. On examination 
of the smears of the three cases reported, it 
proved difficult to pigeonhole some of the 














TaB_eE III. 

11/2/49 17/2/49 22/2/49 25/2/49 28/2/49 3/3/49 
Red blood cells 3,280,000 2,460,000 3,390,000 3,390,000 3,310,000 3,240,000 
Mean diameter 7.5é¢ 7.4é¢ 7.2y¢ 7.2u 7.3K 7.2u 
Hb. 60% 52% 62% 67% 70% 60% 
Colour index 1.42 1.06 0.92 1.0 1.06 0.96 
Nucleated red cells 
(per 100 leucocytes) 7 8 11 18 21 3 
Anisocytosis + + + + 
Poikilocytosis 
Polychromatophilia +--+} +++ Pr > >> +> + +++ 
Thrombocytes 12,300 very few very few very few very few 
White blood cells 8,900 7,300 10,200 11,950 15,300 13,300 
Neutrophils 54% 54% 52% 53% 63% 52% 
Basophils 1% 3% 
Eosinophils 4% 2% 2% 3% 2% 
Lymphocytes 25% 19% 14% 24% 31% 25% 
Monocytes 10% 3% 2% 7% 6% 1% 
Myelocytes 1% 6% 8% 4% 2% 6% 
Metamyelocytes 6% 16% 21% 9% 5% -14% 
Cooke and Ponder 93-7-0-0-0-~=—s—« 73-21-6-0-0-=—-_ 76-23-1-0-0 = 79-13-8-0-0 = 80-19-1-0-0_ _57-30-11-1-0 
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nucleated red eells. 


These were occasionally 
referred to as megaloblasts but were then 
recognized as quite distinct from the latter and 
the normoblasts. <A red cell of this type may 
be the size of a megaloblast or somewhat 
smaller, the nucleus occupying the greater 
portion of the cell with a band of polychromatic 
protoplasm. But whereas the nuclear chroma- 
tin of the megaloblast has been described as 
delicate, resembling fine seroll work (Win- 
trobe’), the chromatin of the cell described 
here is in heavier ill-defined strands and lumps. 
The outline of the chromatin is. indistinct, 
merging gradually with a somewhat cloudy 
parachromatin. The sharp contrast between 
the chromatin and parachromatin of the normo- 


1 








Fig. 1. (Case 1).—Showing 2 macroblasts, a lympho- 
cyte in the upper right hand corner, with Cabot rings, 
anisocytosis and poikilocytosis. 





blast is lacking (Fig. 1). We have ealled this 
cell a macroblast. It was a constant finding in 
the smears of the cases reported and we con- 
sidered it characteristic of leuco-erythroblastie 
anemia in patients with metastatic carcinosis 
to bone. 

A further finding in the leuco-erythroblastic 
syndrome consists of a thrombocytopenia. Ducu- 
ing et al.2* draws attention to the decreased 
platelets in his eases. Thrombocytes were 
eounted in Case 3 reported in this paper but 
on re-examination of the blood smears, they 
proved to be rare in the other two cases as well. 
This thrombocytopenia manifested itself clini- 
cally in the form of eechymoses, purpura and 
hemorrhages. 

The white blood count varies from a leuco- 
penia to a leucocytosis (Ducuing,” * Bernard,‘ 
Bartter®). A characteristic factor is the pres- 
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ence of immature white cells in the blood stream 
and a shift to the left in the Cooke and Ponder 
formula, The cases reported here show varia- 
tion from a leucopenia of 2,285 (Case 2) to-a 
leucocytosis of 23,000 (Case 3), but the shift to 
the left is constant, with myelocytes as high as 
9% (Case 1) and metamyelocytes as high as 
20% (Case 3). Myeloblasts were noted on two 
occasions in Case 3. 


The question may arise as to why the numer- 
ous normoblasts, the macroblasts described 
above, as well as the myelocytes and metamyelo- 
eytes appear in the blood in generalized bone 
carcinosis. Some authors have attributed the 
spilling of immature and bizarre cells into the 
blood stream to toxie factors (Loeper et al.*). 
Ducuing,” * on the other hand, believes that 
when there are widespread metastases to the 
bone marrow, a dishematopoiesis occurs affecting 
in particular the red cells and the megakario- 
cytes. Vaughan and Turnbull believe in a dis- 
turbance in red cell maturation (Wagner*). 


One can believe that the normal bone marrow 
is crowded out by the malignant cells and that 
there is a forced hyperactivity of the remaining 
marrow. That normal marrow is progressively 
choked by the invading malignant cells is mir- 
rored in the steadily growing anemia despite.., 
adequate anti-anemic therapy. In the eases re- 
ported here, one (Case 3) received no less than 
four transfusions in ten days, along with liver 
therapy. In spite of this, her red cell count 
was lower after the fourth transfusion than 
after the first. A similar failure of liver therapy 
can be seen in Cases 1 and 2. 


It may be added that the value of a sternal 
puncture cannot be weighed here since only one 
puncture was done in which the marrow was 
described as atrophic with few thrombocytes 
and degenerating megakariocytes. No malig- 
nant cells were noted. 


SUMMARY 


Three eases of leuco-erythroblastic anzemia 
are reported. It is suggested that a diagnosis 
of secondary malignant invasion of the bone 
marrow can be made in the presence of this 
syndrome. 


A nucleated red cell, the macroblast, between 
the normoblast and megaloblast is described as 
characteristic of the anemia in question. Path- 
ogenesis is briefly reviewed and results of treat- 
ment given. 
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SPONTANEOUS RUPTURE OF 
INTRATHORACIC GASTRIC POUCH* 


H. M. M. Tovell, M.D. and 
H. J. Barrie, B.M., B.Ch. 


Toronto, Ont. 


A completely satisfactory explanation has 
never been made for the rare phenomenon of 
spontaneous rupture of the lower end of the 
cesophagus, Because it throws some light on 
the problem and seems to be unique we are 
reporting a case of rupture of an intra-thoracic 
gastric pouch. We have been unable to find a 
similar case in the literature. 

The term spontaneous rupture is, of course, 


a misnomer but has passed into customary usage’ 


and is held to imply a rupture that is not pro- 
duced by some obvious cause such as an ulcerat- 
ing carcinoma or an impacted foreign body. 


SUMMARY OF PROBLEMS INVOLVED 

Since Boerhaave,t in 1724 devoted over 75 
pages to a description of the death of the Lord 
High Admiral Baron Wassanaer from rupture 
of the esophagus in a bout of gluttony many 
similar cases have been reported. The dramatic 
suddenness of rupture without forewarning 
symptoms or signs of the impending catastrophe 
and the slight but characteristic pathological 
findings are a combination that has led to much 
thought and speculation. The immediate symp- 
toms are pain with vomiting or hamatemesis. 
At autopsy a longitudinal rent is found in the 
cesophagus, at, or just above, the attachment of 
the diaphragm, and most commonly on the left 
postero-lateral side. No one cause can be held 
responsible and one must look for both pre- 
disposing and exciting causes. 

Predisposing causes.—Most authors are agreed 
that, with the exception of severe trauma, rup- 





*From the Department of Pathology, University of 
Toronto. . 

t The details of this interesting case have been re- 
ported by Barret.1 
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ture does not occur unless the cesophagus is 
diseased. In the few cases, where histological 
details are available, the authors have described 
an oesophagitis, and Williams and Boyd? have 
shown experimentally that such changes precede 
the rupture. Theories of the cause of cesophagi- 
tis very much parallel those relating to peptic 
ulceration of the stomach. Recently Barclay 
and Bentley® have suggested a further cause of 
gastric ulcers in the presence of a submucosal 
arterial shunt. It is of interest in this connec- 
tion to find reports of cases of spontaneous rup- 
ture of the wsophagus following severe burns.* ® 


One of the most constant features is the site 
of the rupture and on first principles this must 
be explained by one or more of the following 
reasons: (1) The lower end of the esophagus 
is weaker than elsewhere. (2) The difference 
between the pressures inside and outside the 
cesophagus is greatest at this point. (3) There 
are external forces acting on the csophagus at 
the point of rupture. 


There is no histological support for the pres- 
ence of a weak point in the mucous or muscular 
coats at the lower end of the csophagus,® but 
that the absence of a serosal coat may have some 
significance is suggested by six eases of fatal 
hematemesis associated with prolonged vomiting 
in alcoholics reported by Mallory and Weiss’ 
and Weiss and Mallory... They found linear 
tears of the mucosa and muscle coat of the 
cardia of the stomach, but perforation had only 
occurred in one case in which the laceration 
extended 1.5 em. up into the esophagus and 
caused a later perforation there with mediastini- 
tis. Gott® also reported a case where the tear 
extended into the esophagus and then ruptured. 
The stomach never completely perforated. The 
fact that the rupture usually occurs on the left 
side of the wall may be due to the lack of 
external support, for, on the right side, the lower 
end of the csophagus is supported by the 
thoracic aorta. There is some experimental 
evidence of a weak point at the lower end of 
the esophagus, for Mackenzie’? found this to be 
the commonest site of rupture when the tube 
was distended with water in situ. With regard 
to external forces acting on the lower end of the 
csophagus, muscular fibres from the diaphragm 
may be interwoven to a varying extent with the 
muscularis of the csophagus and it seems to 
us reasonable to suppose that violent movements 
of the diaphragm might, by traction, produce 
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disastrous results on a weakened csophageal 
wall. In many of the reported cases rupture 
followed violent vomiting and retching. Of in- 
terest too is the fact that typical tears in the 
cesophageal wall have been produced by severe 
compression injuries of the trunk.'! If the dia- 
phragm is watched on a fluoroscopic screen it 
ean be seen that its movements vary according 
to the type of straining. In straining at stool 
the diaphragm descends. In forceful retching 
it ascends. In both cases it has a profound 
influence on the esophagus because swallowed 
barium is held up at the diaphragm until the 
straining ceases. Vomiting, on the other hand, 
is produced mainly by peristaltic action, and 
the diaphragm then has no pincheock action on 
the csophagus. Straining and retching would 
therefore be more likely to precipitate rupture 
than the act of vomiting. With regard to pos- 
sible difference in the pressures inside the ceso- 
phagus and thorax, we have been unable to find 
any data on the intra-thoracie pressure during 
vomiting. In a strong inspiratory effort the 
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Fig. 1—The site of the rupture in the gastric pouch is marked by the dotted line. 
Fig. 2.—Section of gastric pouch. The lower border is the edge of the perforation. 
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A marks the inter-muscular abscess. 
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negative pressure within the thorax may be 
nearly 1 lb, per square inch.’ In inco-ordinated 
movements of the diaphragm, stomach and ab- 
dominal muscles it might be possible for the 
difference in. pressure inside and outside the 
cesophagus to be considerable. 


H.W., a 71-year old farmer had an operation for a 
perforated duodenal ulcer eight months before death. 
tHe was well for three months and then had difficulty in 
swallowing solid food because of substernal pain and 
regurgitation. These symptoms gradually improved and 
had cleared up one month before death. Twenty-four 
hours before death he had an abrupt severe high epi- 
gastric pain and vomited about a quart of bloody 
material. On admission to hospital he looked severely 
ill and was drowsy but not in severe pain. His tempera- 
ture per rectum was 101.2°, pulse 140 and blood pres- 
sure 70/50. His heart was fibrillating. His abdomen 
was rigid but there was no localized tenderness. A 
leucocyte count was 18,000. Examination of the chest 
was negative. A diagnosis of a perforated duodenal 
uleer was made, but nothing abnormal was found at 
laparotomy. His pulse remained irregular, his respira- 
tions rose and he steadily deteriorated. 

Summary of autopsy findings:—Autopsy was limited 
to the thorax and abdomen. Both pleural cavities con- 
tained fluid that smelled of gastric juice and contained 
undigested food and blood. There were 3,000 c.c. in the 
left and 2,000 ¢.c. in the right cavity. The pleura and 
mediastinal tissues to the level of the aortic arch were 
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covered by a brownish-red fibrinous exudate. The fluid 
had come from a longitudinal rent in the left postero- 
lateral wall of what seemed to be the esophagus just 
above the attachment of the diaphragm. On further 
examination the rent was found to be situated in the 
wall of an intrathoracic gastric pouch which extended 
for 3.5 em. above the diaphragm. The difference be- 
tween the granular brownish gastric mucosa and the 
pearly white longitudinally ridged csophageal mucosa 
was easily recognizable (Fig. 1). The tear was 2 em. 
long and extended further in the mucosa than in the 
muscular coat. In the lower third of the esophagus the 
mucosa was thickened and the muscle measured 5 mm. 
in thickness or twice the normal value. 


Microscopically the gastric wall adjacent to the rent 
was lightly infiltrated throughout by an acute inflam- 
matory exudate and in a cleft in the muscle coat there 
was a small abscess (Fig. 2). Sections of stomach 
below the diaphragm were normal. The submucosa of the 
esophagus was edematous and contained an increase of 
plasma cells, lymphocytes and polymorphonuclear cells. 
The muscular coat was hypertrophied but there was no 
fibrous tissue scarring in any layer. Special staining 
failed to reveal any bacteria. 


The point of difference in this case to those 
reported is that the rent occurred in a gastric 
pouch instead of the csophagus. The im- 
mediate cause of rupture was a small abscess 
in the wall of the pouch, but such abscesses do 
not cause longitudinal rents in the wall of the 
stomach when the latter is in its usual position. 
There is no question here of action of acid on 
squamous epithelium, or inherent weakness of 
the esophageal wall, so that we must look for 
some factor peculiar to the region just above 
the diaphragm. The only two possible ones are 
the traction of the insertion of the diaphragm 
and the difference between intracsophageal 
and intrapleural pressures. We consider that 
the former is likely to be of the greatest 
moment. 


SUMMARY 


1. A case is reported of the rupture of an 
intrathoracic gastric pouch in a man of 71. 


2. Its resemblance to the reported cases of 
spontaneous rupture of the csophagus sug- 
gested that some feature of the anatomical site 
was more important than the intrinsic structure 
of the organ involved. 

3. This feature was considered most likely to 
be traction of the diaphragm on the lower end 
of the esophagus. 
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SPECIAL ARTICLE 


AUSTRALIA’S FLYING DOCTORS 
William C. Gibson, M.D. 
Vancouver, B.C. 


The average layman who reads knows that 
Australia is famed for its Flying Doctor Service. 
The glamour and romance associated with this 
handful of men who have successfully pitted 
themselves against great natural odds has ap- 
pealed to all isolated people in the world. What 
is less well known, possibly, is the story of the 
actual development of this very important arm 
of Australian medicine, and the significance of 
this pioneer experiment in prepaid aero-medical 
eare. 


Thirty years ago a Presbyterian minister 
named John Flynn set himself the task of estab- 
lishing throughout his almost limitless charge— 
the central heart of Australia—a chain of small 
hospitals, and a nursing and medical service for 
the ‘‘outback’’. His friends considered him to 
be rational in all things but this, and the record 
of Flynn’s early and lonely struggle to provide 
these amenities is heartbreaking in the extreme. 
He alone knew the volume of medical work ery- 
ing out to be done on the isolated sheep stations, 
the opal diggings and the gold mines of the vast 
Australian interior. 


The first world war convinced Flynn that 
aeroplanes were the answer to his transportation 
problem. The rapid development of radio in the 
twenties raised his hopes that somehow an eco- 
nomical sending and receiving set could be pro- 
duced to enable isolated settlements to report 
illness speedily to a flying base. Flynn suc- 
ceeded in interesting Mr, Alfred Traeger, an 
engineer interested in radio, in the problem, and 
Traeger gave up everything to develop a pedal- 
powered radio set. 

In 1928 the Inland Mission of the Presby- 
terian Church, which supported Flynn, opened 
the first base at Cloncurry, deep in the heart 
of Queensland. From this unit six others have 
been developed, and these now serve an area 
of some two million square miles. The base at 
the famous mining town of Broken Hill, New 
South Wales, covers 400,000 square miles, with 
one doctor, one nurse, one aircraft and a very 
modern radio transmitting and receiving base. 

The territories served by the seven bases do 
not correspond to state boundaries, but each base 
is the financial concern of the nearest capital 
city. Because the State of Victoria does not 
require the Flying Doctor Service, being a well 
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populated and small state, its capital city, Mel- 
bourne, has assumed responsibility for the most 
northerly base in Australia, at Wyndham, well 


within the tropics. As ean be seen from Fig. 1, 
the respective territories radiate out in a cir- 
cular manner from the bases. Recently, when 
the governor of South Australia, on an inspec- 
tion of his state, was thrown from a camel and 
had concussion, medical aid came from Broken 
Hill, 280 miles away in New South Wales. 


The service offered knows no racial, economic 
or geographic barriers, and is as freely given 
to the aborigines as to the whites. The flying 
doctor is often medical officer to a settlement 
200 miles distant, and he makes routine visits 
there at regular intervals. The same type of 
service is given to some of the aboriginal settle- 
ments. In volume of work done, however, the 
medical advice by radio to distressed homes far 
exceeds the actual flying hours. In N.S.W. alone 
there are 115 ‘‘transceivers’’, as the two-way sets 
are known. These cost £156 each and are prin- 
cipally owned by large stations. There is, of 
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Tsles on the same scale. The circles are 400 miles in 
radius, but planes and wireless have a greater range, 
enabling the areas shown outside the circles to be 
covered when required. 


course, a great demand for more sets, The 115 
installations focussed on Broken Hill radio base 
have put an area of 400,000 square miles, into 
immediate day and night communication with 
‘‘their doctor’’. 


In some rugged areas it is impossible with 
present aircraft for the doctor to make personal 
visits. These districts are served by a utility 
truck fitted with a transceiver. It serves to 
convey the base nurse to isolated cases for pre- 
liminary assessment. The nurse also does follow- 
up studies on eases already seen by the doctor. 
Each week the base nurse conducts a question 
period over the radio for mothers in the outback, 


The present Flying Doctor Service of Aus- 
tralia is a purely voluntary organization, receiv- 
ing more than half its support from private 
subseriptions, donations and legacies. Federal, 
State, and local governments contribute annual 
subsidies. A most important feature of the 
service is the prepaid insurance development 
which has gradually evolved around it. A slid- 
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ing scale of annual premiums has been set up 
for graziers so that the cost to a grazier with 
3,000 sheep is £5 annually and to one with 
17,000 sheep the cost is £20. For cattle ranchers 
a conversion factor of six sheep for one cow is 
employed. These premiums cover the grazier 
and his family, his employees and their families, 
and, interestingly enough, his visitors. Non- 
graziers pay £2 each per year with a maximum 
of £5 for familes. 


An added source of income, and a very sub- 
stantial one, is the Postmaster-General’s Depart- 
ment which pays the Flying Doctor Service for 
all telegrams transmitted over its combined 
radio resources. Last year the N.S.W. base alone 
transmitted 22,500 such telegrams. This will 
serve to emphasize the fact that what Flynn and 
Traeger developed as an adjunct to their medi- 
eal service has become the most important 
method of communication in the sparsely settled 
districts. Settlers who go to new country in the 
outback today are assured of two great things, 
medical assistance by air and immediate com- 
munication with their unseen neighbours. 


The Flying Doctor Service does not own or 
operate any hospitals, and exists primarily for 
the purpose of giving medical care on isolated 
stations and in small settlements, and for trans- 
porting serious cases to centres where medical 
or surgical care can be obtained. The Service 
has been very fortunate in the type of workers 
who have come into its ranks. One of them, Dr. 
John Grieve Woods, has recently retired after 
ten years’ service at ‘the Broken Hill base. With 
his 240-pound pilot, Selwyn Wooleock, an ex- 
coal-miner with 4,000 flying hours in the 
R.A.A.F. Dr. Woods was ‘‘our doctor’’ to a 
vast hinterland. 


To conelude the description of this enlight- 
ened aero-medical service, it would perhaps be 
fair to say that as the pioneer in this branch of 
medicine, the Flying Doctor Service has brought 
Australia world acclaim. John Flynn was 
awarded the Order of the British Empire for 
his well-planned and well-executed work, and 
among other awards an honorary doctorate from 
MeGill University. Traeger’s great contribution 
of the pedal radio transceivers has been similarly 
recognized. The service has brought sick and 
worried settlers into immediate radio contact 
with their doctor hundreds of miles away, as 
against the month-long wait for replies by mail 
in the days before 1928. The two-way radio 
sets have broken the feeling of isolation in the 
plains and deserts of central Australia. A pre- 
paid type of medical care which spreads the 
settlers’ risks has been offered at rates which 
are scarcely 1% of the cost of a single flight in 
an emergency. Respect for the medical profes- 
sion has reached a truly enviable height as a 
result of this scheme, where every soul in the 
flying doctor’s area feels that he can consult his 
doctor when need arises because he can now pay 
for it, as against the time when it was hopeless 
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to think of even talking with a doctor several 
hundred miles away, much less of seeing him 
land with his plane at one’s doorstep. And 
finally, and paradoxically, it is the man in 
Sydney, possibly, who envies his outback country 
cousins’ ability to get a doctor within two 
hours, albeit by air and over many trackless 
miles. 


CLINICAL and LABORATORY 
NOTES 


MOTTLED ENAMEL IN ALBERTA 
A. Somerville, B.A., M.D., D.P.H. 
Edmonton, Alta. 


In the February, 1950, number of this Journal 
there is a very interesting article by Kilborn 
et al. regarding fluorosis in China, This article 
states that there are no recorded areas in 
Canada where excess fluorine has been re- 
ported. The following is therefore recorded. 

While health officer of the Foothills Health 
Unit with office at High River, Alberta, a large 
number of children and some adults were seen 
with fluorine markings on their teeth. These 
markings varied from a few small spots of 
white chalky colour, through various shades of 
light brown, to teeth that were almost com- 
pletely a dark brown in colour. In a general 
way this increasing depth of colour was in pro- 
portion to the increasing quantity of fluoride 
found in the water. 

The accompanying map does not indicate the 
patchiness of the problem because the black 
circle used to indicate the locations of the af- 
fected well, or wells, each covers an area 
about three miles in diameter. This whole 
fluorosis zone covers an area about fifty miles 
by twenty-five miles and probably extends 
further, because I have seen cases of well 
marked mottling from Granum, Aeme and from 
near Standard. These locations are marked on 
the map by crosses. 

A test was made of the wells which appeared 
to be the cause of the condition and of other 
wells in the same communities. These tests 
were done through the kindness of Dr. O. J. 
Walker, Professor of Chemistry, University of 
Alberta, who has been interested in the problem 
for some time. Other Alberta areas with excess 
fluorine are described by Professor Walker.” ? 
It would appear, however, that the Foothills 
fluorine area causes a more marked degree of 
mottling than the other locations. 

At first it was difficult to understand why 
certain wells in a fluorosis area did not cause 
trouble or why at a different point a single one 
of a group of wells did cause trouble. The 
explanation was readily seen when the wells 
were tested, for it was immediately obvious 


that the deep wells (120 feet or more) fre- 
quently carried excess fluorine while the shal- 
low wells of less than seventy feet contained 
little or no fluorine. 

Of the 79 wells within the Foothills Health 
Unit that were tested and showed a fluorine 
content in excess of one part per million, there 
were 29 wells with fluorine between 1 and 2 
p.p.m., 10 between 2 and 3 p.p.m., 9 between 
3 and 4 p.p.m., 14 between 4 and 5 p.p.m., 10 
between 5 and 6 p.p.m., while 7 wells had 6 
p.p.m. or more. The highest rate recorded was 
6.4 p.p.m. There was a sharp line at 1 p.p.m 
below which mottling did not seem to result. 
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While the marking on the teeth was a very 
obvious feature and was a very serious social 
problem at times, I did not see any evidence of 
other bodily damage from this excess fluorine, 
nor have I heard other doctors suggest that 
any other illness may have been due to fluorosis. 
I am sorry to report that our records did not 
show whether or not the people using water at 
or near the one part per million were troubled 
less with dental caries. Only a single sample 
was taken so we have no knowledge as to whether 
the fluorine content of a particular well varied 
materially from time to time. 
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EDITORIAL 


EXFOLIATIVE CYTOLOGICAL 
DIAGNOSIS 


HE review by Magner in this issue of ‘‘ Ex- 
foliative Cytological Methods of Cancer 
Diagnosis’’ is of particular value in that the 
limitations of the method as a screening pro- 
cedure, are well evaluated. It is now fairly 
clear that the widespread publicity given to the 
method by the daily press and magazines was 
premature and misleading. The percentage ac- 
curacy of the method was not stressed, nor was 
the significance of a negative report. Many 
physicians and patients are not yet aware of 
the fact that a negative report is meaningless, 
and that the examination should be repeated 
every six months, The cost of the method as a 
screening procedure becomes tremendous be- 
cause once begun, it must be continued. This 
alone makes it impractical at the present time. 
The publicity given to this method, however, 
has had a very beneficial aspect, in that clini- 
cians and pathologists have been stimulated to 
use smears of exudates and secretions as a means 
of early diagnosis of cancer in those patients 
with definite symptoms. For example, it is 
probable that the majority of the pathological 
laboratories in this country are now examining 
sputum and bronchial washings for malignant 
cells. In this field alone, the methods elaborated 
by Papanicolaou are already increasing the in- 
cidence of positive diagnosis of carcinoma of the 
lung. In the case of carcinoma of the female 
genital tract, it is probably true that physicians 
have been stimulated to visualize the cervix, 
and make more careful examinations than they 
may formerly have done. Meigs: pointed out 
in 1943 that in the United States, in cancer of 
the female genital tract, the average time from 
the onset of symptoms to consultation with the 
family physician was four months, while the 
length of time lost between, first visit to the 
physician and surgical treatment was almost 
four months. In other words, the total lapse 
of time from onset of symptoms to surgical 


1. MeEtcs, J. V.: Surg., Gynec. & Obst., 77: 449, 1943. 








treatment was 714 months, by which tirae 60% 
of cases were inoperable. These figures would 
suggest that more attention might be directed 
to the training of medical students and physi- 
cians in early cancer diagnosis. 


EDITORIAL COMMENTS 


The Family 


What is happening to the Family? This has 
been the subject of much recent discussion by 
sociologists, and other interested groups, in- 
cluding members of the medical profession, be- 
cause the family is still the basic unit of our 
society, and the family physician the key 
figure in the medical profession. Many people 
are worried about the increasing divorce rate, 
decreasing birth rate, and increased independ- 
ence of women. Of great interest are some 
facts and figures recently released by the 
statisticians of the Metropolitan Life Insurance 
Company. Divorces in the United States num- 
bered 420,000 in 1948, a decline of one-seventh 
from the 1947 total, and one-third fewer than 
the all-time high or 620,000 in 1946. The 
divorcee rate for 1948 was 2.9 per 100 popula- 
tion, as comparéd with 3.4 in 1947 and 4.4 in 
1946. 

There are now about 3514 million married 
men in the United States, and some 34 1/3 
million of them are living with their wives. 
The small proportion living apart ineludes 
those men who are employed away from home 
or are temporarily absent for reasons other 
than marital discord. The otherwise happy 
situation is clouded somewhat by the fact that 
because of the housing shortage, about 214 
million married couples are living with rela- 
tives or in other temporary quarters. Nearly 
one-third of the husbands are under 35 years 
of age, and about one-quarter are past 55. Of 
those at ages 35 to 54, 98% are gainfully em- 
ployed, or seeking employment, as a means of 
meeting their family responsibilities. Although 
the proportion of wives who work is greater 
than ever before, less than one-fourth of all 
wives work outside the home, and these are 
mostly the younger ones who have been mar- 
ried only a short time. 

Apparently, more American men are married, 
maintaining a home and family . . and 
what’s more, apparently liking it . . than 
ever before. 





The Halifax Meeting 


Annual meetings come and go in steady pro- 
cession. They are all different, naturally. Our 
Association grows steadily and the problems 
it deals with alter and multiply. The report 
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of the Proceedings which will appear as usual 
in our September issue will give in detail the 
matters discussed in Council. It is not so easy 
to convey in full the amount of work involved 
in handling the volume of business brought 
before the Association, but some idea may be 
gained from the fact that serious consideration 
was given to the possibility of having to extend 
the time allotted to Council deliberations. It 
was significant that the registration for Council 
at this meeting was the highest in the history 
of the Association. 


The Convention as a whole maintained the 
high standard which we have become ac- 
customed to expect. But it is in a spirit of 
admiration rather than complacency with 
which we must always acknowledge the 
achievement of carrying out our annual meet- 
ing in all its many aspects. Our Halifax hosts 
gave themselves whole-heartedly to the tasks 
of instruction and entertainment, and have left 
the memory of a well-planned and delightful 
meeting. 








MEN and BOOKS 


SOME OBSERVATIONS ON GENIUS 
E. P. Scarlett, M.B., F.R.C.P.[C.] 
Edmonton, Alta. 


Part IT. 


What has been the réle of physical health in 
the production of genius? A review of data in 
this connection indicates that there is no real 
basis for the popular fallacy that creative 
artists and notably poets (the highest expression 
of genius) are physically weak and die young. 
Ellis’s study of genius suggested that fully 
20% of over a thousand geniuses suffered from 
ill health. Further analysis of his conclusions, 
however, shows that half of this number were 
constitutionally delicate in early life only, and 
of the remaining half many of these had no 
actual physical disease but were hypochondriacs 
—a very different thing. The genius more than 
the average man is given to examining himself 
in his writing and in his notebooks and journals 
and setting down without reticence his fears and 
his physical ailments of the moment. Such self 
revelations must not be confused with actual 
physical disease. 

In an attempt to answer this question Mr. 
Harold Nicolson recently reviewed a group of 
the thirty-two most famous British poets from 
the middle of the fourteenth century to the end 
of the nineteenth century. He found that they 
were remarkable for their longevity. Ten lived 
to over seventy years of age and only*four died 
under forty years of age. Of these four only 


John Keats who died in Rome of tuberculosis at 





the age of twenty-six may be said to have suf- 
fered from chronic disease of long standing. 
The other three were Christopher Marlowe who 
was killed in a taverh brawl at Deptford when 
he was twenty-nine years of age, Shelley in his 
thirtieth year drowned in a squall off Viareggio, 
and Lord Byron who died in Greece at the age 
of thirty-six of either typhoid fever or malaria. 

It may be said, therefore, that, allowing for 
the medical standards and practices of the times, 
the genius has been neither more nor less healthy 
than any other individual under similar cireum- 
stances whose life for the most part was of the 
sedentary type. 


When we come to examine the various dis- 
eases which have afflicted men and women of 
genius, tuberculosis heads the list. Indeed a 
list of the ‘‘great tubereulous’”’ is a dazzling 
one, and the fact has prompted much writing 
and speculation on the matter. It is probably 
true to state that in modern times when we 
have been in possession of more accurate 
details of all the circumstances of illness there 
almost certainly has been an affinity between 
tuberculosis and literary genius. In poetry 
there are the names of Heine, Keats, Shelley, 
Elizabeth Barrett Browning, Poe, James Elroy 
Flecker, Ernest Dowson, Henley, Thomas 
Hood, D. H. Lawrence. In prose the list in- 
cludes Moliére, Balzac, Alfred de Vigny, 
Spinoza, the Brontés, Stevenson, Thoreau, 
Emerson, Lanier, Chekhov, Sterne, Gaboriau, 
J. A. Symonds, Katherine Mansfield, Arthur 
Symons, Olive Schreiner, Eugene O’Neill and, 
most recently, Elizabeth Myers. In musie 
Pureell and Chopin; among scientists Black, 
Priestley, Clifford, Bichat and Laennec. 


Katherine Mansfield (her real name was 
Kathleen Beauchamp) had this wry comment 
to make upon her tuberculosis: 


‘Almighty Father of all, and most Celestial Giver, 
Who has granted to us, Thy children, 
A heart and lungs and liver, 

If upon me should descend Thy beautiful gift of tongues, 
Incline not Thine omnipotent ear 
To my remarks on lungs. 


And Keats in a letter written one year before 
his death ascribed to his disease a heightening 
of his powers of observation and reflection. 


‘*How astonishing (here I must premise that illness, 
as far as I can judge in so short a time, has relieved my 
mind of a load of deceptive thoughts and images, and 
makes me perceive things in a truer light),—how 
astonishingly does the chance of leaving the world im- 
press a sense of its natural beauties upon us! Like poor 
Falstaff, though I do not ‘babble’, I think of green 
fields; I muse with the greatest affection on every flower 
I have known from my infancy—their shapes and colours 
are as new to me as if I had just created them with a 
superhuman fancy.+ It is because they are connected 
with the most thoughtless and the happiest moments of 
our lives.’’ 


It is fascinating to toy with the hypothesis 
that the tubercle bacillus has had stimulating 
effects on genius. Study the lives of Chopin 
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and Keats with this thought in mind and note 
the resemblance in mood and colouring between 
a nocturne of Chopin and Keats’s sonnet be- 
ginning The day is gone and all its sweets are 
gone, or the longer poem The Eve of St. Agnes. 
But one must avoid straining analogy too far 
and drawing extravagant conclusions. After 
all tuberculosis was an extremely common dis- 
ease in the nineteenth century. 

Our conclusion must be that the psychologi- 
cal temperament has much more to do with the 
creations of genius than has the tubercle 
bacillus. Tuberculosis most certainly has posi- 
tive effects. In certain phases of the disease 
the spes phthisica produces a quickening of the 
mental processes. The disease by increasing 
the metabolic rate may have a stimulating 
effect on the individual. It may produce a 
feeling of apprehension lest life may be 
shortened, and thus a further stimulus to in- 
creased sensibility to outward stimuli and to 
increased productive activity. In short tuber- 
culosis may be said to act as a driving force 
but not as a cause or determinant of genius. 

A word only eoneerning the connection be- 
tween genius and epilepsy if only to rebut 
Lombroso’s thesis that genius manifests epi- 
lepsy commonly. Such a conclusion is not 
borne out by a eareful study of the lives of 
genius. There have been many loose state- 
ments in this connection. For example, some 
commentators would have it that Cesar, Ma- 
homet, St. Paul, Richelieu, Napoleon and 
Flaubert suffered from epilepsy, but in no one 
of these cases is the evidence conclusive. 
Dostoievski would seem to be the one true 
genius who had epilepsy. The disease appeared 
early in his case and later he showed the 
characteristic tendency to mental deterioration. 
He exhibited the perversions and the mental 
quirks of the epileptic. He is moreover remark- 
able as an epileptic in showing a passion for 
work. 

Deafness has afflicted only a few geniuses. 
In such eases the disorder seems to have in- 
creased the power of concentration and the in- 
terpretative capacity of the senses. Beethoven, 
the deaf Titan, defied his deafness: ‘‘I will 
grapple with my fate, it shall never drag me 
down’’, 

It is interesting to notice in passing that gout 
has commonly tortured men of genius; in the 
British group the following are some of the 
names — Milton, Sydenham, Newton, Gibbon, 
Fielding, Hunter, Congreve, both the Pitts, 
John Wesley, Landor, Darwin. It must be re- 
membered of course that gout occurs usually in 
those with a robust constitution. 

With regard, then, to the réle of disease in 
genius we must be guarded in pushing any con- 
clusions too far. We must conclude that disease 


is not a determining factor but that on occasion 
It may act as a ferment to the genius already 
expressing itself. It should also be pointed out 


that in many instances genius implies a capacity 
for tremendous physical and mental effort far 
beyond the capacity of the average human being. 
Conceive if you can the stupendous labour of 
composing Beethoven’s Ninth Symphony or of 
creating the frescoes of Michael Angelo! 


Vv 


We have already referred to the commonly 
expressed view that genius is closely allied to, 
if not a species of, insanity—in Shakespeare’s 
words: 


‘*The lunatic, the lover and the poet 
Are of imagination all compact.’’ 


This idea may now be examined more closely. 
At the outset it is evident that such a claim is 
due in part to writers of genius themselves who 
in extravagant language and in fits of morbidity 
or revolt to say nothing of eccentricities in be- 
haviour have created a legend of instability 
which superficial opinion has too often labelled 
as downright insanity. As an instance of this, 
many creative writers have been convinced at 
times that they were going to lose their reason. 
Swift all through life was haunted by fear of 
insanity, yet he exhibited nothing beyond irrit- 
ability and moods of despondency and elation, 
lived to the age of seventy-seven, and his in- 
tellect was clouded only in the last three years 
of his life due not to any intrinsic mental dis- 
order but to arteriosclerotie senile brain changes. 
Similarly Dr. Johnson was obsessed by a dread 
of losing his wits—he was forever brooding on 
the matter, and yet, he died at the age of 
seventy-five of cardiovascular disease. 

The truth is that very few geniuses have 
actually had periods of frank insanity, and these 
not men of great pre-eminence; in such eases the 
mental lapses were not for long intervals. 
Cowper is one of the best known of this number. 
He exhibited manic-depressive trends from his 
twenty-first year and was on two occasions 
placed under supervision when he became quite 
unbalaneed. Christopher Smart and John Clare 
also had psychotic periods. 

In a lesser category are figures who have 
shown marked abnormalities in mental balance. 
Among these may be mentioned Rousseau who 
mentally and physically was a self-torturing 
invalid, Victor Hugo who was almost a megalo- 
maniac, Verlaine a ‘‘child on a colossal seale’’ 
with whom drink was sometimes a mania, and 
Marcel Proust who was a man of morbid sensi- 
tivity and a victim of spasmodie nervous asthma 
nearly all his life, These men who, in Havelock 
Ellis’s words, excited a ‘‘miraculous effect on 
the respiratory activities of the human spirit’’ 
were abnormal by the standards of the ordinary 
conventional man, they saw life from a different 
angle, but they were far from being insane in 
the ordinary sense of that word. 

We may say then that the opinion that the 
true genius is insane is not tenable in the light 
of examination and reflects the failure to dis- 
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tinguish an unstable nervous temperament and 
actual mental disease. 

We shall clarify still further ovr position in 
this matter of the mental constitution of genius 
if we consider the relation of the genius to the 
nervous pattern irregularities known as the 
neuroses. It may be said at once that a neurosis 
of one sort or another is almost the inevitable 
concomitant of the mind of the genius. Genius 
presupposes a special nervous sensibility which 
reacting to experience manifests itself not only 
in receptivity to inspiration but also creates 
great mental conflict. From that conflict emerge 
reactions and conduct which we may label 
neurotic and also a drive which linked with 
unusual ability finds avenues of original ex- 
pression. And in the greatest of geniuses there 
is a give-and-take between the neurotic com- 
ponent and the firmly integrated healthy per- 
sonality. The fringe of ‘‘lesser geniuses’’ 
illustrates the psychopathic element without the 
normal healthy eomponent—here are to be found 
the ‘‘freaks’’, the decadent poseurs, the pundits 
and the ‘‘blue stockings’’, Not all genius of 
course works by creating through inspiration an 
environment of its own because of dissatisfaction 
with the world in which it finds itself. Some 
take reality to themselves, love and re-interpret 
it. In this sense art is not a substitution but a 
giving of new life to common experience and 
old ideas. 

Neuroses therefore we may expect as in the 
very nature of genius because of its possession 
of a sensitive nature. Things rarely go well for 
sensitive natures. They are thwarted and 
harassed. The unimaginative bystander sees 
only a neurosis, the understanding observer sees 
flowing from the creative imagination those 
achievements which are the most precious pos- 
session of our race. 


From this point of view we can understand 
the hallucinations, the storms, the depressed 
periods and the eccentricities of genius. As 
Mr. Harold Nicolson has said recently, inspira- 
tion operating in the mind of genius in what- 
ever field is ‘‘a sudden flash or fusion between 
sense and fantasy, between reason and imagina- 
tion. It is generally both a confusing and an 
exhausting episode, and one which often leaves 
behind it a bruise in the mind’’. In this par- 
ticular the genius is resident in two worlds, 
and it is not hard to imagine that he finds it 
almost impossible to set down his experience in 
terms of every-day speech. For this reason one 
must be extremely careful in interpreting a 
writer’s or a musician’s frame of mind. One 
example will serve. It is commonly believed 
that Goethe and Browning are supreme ex- 
amples of strong, healthy, well-balanced genius. 
And yet observe the ‘‘storm and stress’’ in the 
soul of Goethe. In 1824 he wrote: 


‘*T will say nothing against the course of my 


existence. But at bottom it has been nothing but pain 
and boredom, and I can affirm that during the whole of 





my seventy-five years I have not had four weeks of 
genuine well-being. It is but the perpetual rolling of 
a rock that must be raised up again forever.’’ 


Dr. Russell Brain in a recent article (Some 
Reflections on Genius, Lancet, May 1, 1948) 
makes some interesting observations on the 
nervous pattern of genius. Granting that 
genius is abnormal by virtue of an abnormal 
nervous system, he contends that this is due to 
its being richer in functional patterns of nerve 
cells which are ealled ‘‘schemas’’. Most 
geniuses have a more highly developed capacity 
for the use of verbal symbols and hence can 
attain a higher level of conceptual thought. 
Many such as Shelley, Coleridge and Dr. John- 
son had prodigious memories which together 
with a rich endowment of speech give a greater 
originality and differentiation of thought. By 
virtue of the increased variety and number of 
‘‘sehemas’’, blending feeling with a high intel- 
ligence, the genius operates at a higher level 
in his chosen field—music, poetry, prose writ- 
ing, science—and also in the field of action as 
a military leader or statesman. 

Brain also draws attention to the fact that 
2 great many men of genius have been cyclo- 
thymes, exhibiting manic-depressive traits, and 
he instances as examples Boswell; George Fox, 
the founder of Quakerism ; Goethe ; Hugo Wolf, 
the composer; Isaac Newton; Dickens to a less 
degree. This phenomenon is best seen in the 
creative rhythm of genius with cycles of pro- 
ductiveness alternating with cycles of sterility. 

One might go on probing the endless psycho- 
logical complexities of genius without achiev- 
ing any very satisfactory conclusions. It 
seems clear that there are at least four variables 
affecting genius—great nervous sensibility, un- 
usual ability, ‘‘drive’’ or tremendous zest and 
energy, and circumstance. In the interaction 
between these factors it is inevitable that 
neurotic tendencies should emerge. They are 
the sparks thrown off from the flame. It should 
be added that in some particulars genius to be 
such must not only be eminently sane but in a 
sense super-sane. Think of William Blake who 
mystified his contemporaries no less by his 
poetry than by his art and who was regarded 
as being at least ‘‘queer’’ and quite addled in 
his wits. It has taken the world more than a 
century to realize that Blake, far from being 
mad, lived his life on a plane far above ordinary 
human beings; his perceptions of man and the 
universe were so original and his vision so 
blinding that his contemporaries were unable 
to rise to the level of his understanding. And 
Blake is by no means the first prophet to suffer 
such a fate. It has been that way since the 
beginning of time. 

VI. 
The development of our theme has led to 


the point where something should be said con- 
cerning genius and society. To omit this would 
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be to leave a very important factor out of the 
equation. It has been the peculiar prerogative 
of genius that he reacts against his environ- 
ment, it may be in his writing or in his music 
or in action. Some react fiercely. Most revolu- 
tionaries of genius have been stormy and 
morose, others enthusiasts and prophets. Robe- 
spierre was a nervous eccentric, Mirabeau a 
hypomaniae individual with a problem past. 
The world in turn has certainly for the most 
part never understood its geniuses, more often 
it has spurned and even crucified them. As 
Humphrey says of that paragon of genius, 
Michael Angelo: 


‘*The artist is not to be pitied, he is only to be 
tolerably understood as no fit member of a modern com- 
munity with its engagements and its committee meetings, 
its routine activities. Only the most ruthless, self- 
reliant natures can hope to make thoroughly good artists, 
and even they have to work with one hand while with 
the other they defend themselves. ’’ 


In this clash of the genius and the world we 
are groping toward the central mystery of 
genius, for from the suffering and despair of 
the struggle ‘‘a terrible beauty is born’’. 
Genius inevitably has its Gethsemane. Francis 
Thompson writes finely of this linking of the 
poetic genius and tragic life in words that say 
so much more than psychological analysis and 
jargon: 


‘“Why indeed should it be that the poets who have 
written for us the poetry richest in skiey grain, most 
free from admixture with the duller things of earth— 
the Shelleys, the Coleridges, the Keats’—are the very 
poets whose lives are among the saddest records in litera- 
ture? Is it that (by some subtile mystery of analogy) 
sorrow, passion and fantasy are indissolubly connected, 
like water, fire and cloud; that as from sun and dew are 
born the vapours, so from fire and tears ascend the 
‘visions of aerial joy’; that the harvest waves richest 
over the battlefields of the soul; that the heart, like the 
earth, smells sweetest after rain; that the spell on which 
depend such necromantie castles is some spirit of pain 
charm-poisoned at their base? Such a poet, it may be, 
mists with sighs the window of his life until the tears 
run down it; then some air of searching poetry, like an 
air of searching frost, turns it to a erystal wonder. . 
Perhaps the rays are to the stars what thorns are to the 
flowers; and so the poet, after wandering over heaven, 
returns with bleeding feet.’’ 


And, finally, the genius, working with truth, 
finds that due to a ‘‘perverse intellectual 
modesty’’, men do not like to view the naked 
truth. Milton has put this thought in words 
which make comment impertinent: 


‘*Error supports custom, custom countenances error: 
and these two between them with numerous and vulgar 
train of their followers, envy and cry down the industry 
of free reasoning, under the terms of humour and in- 
novation. Truth never comes into the world, but like 
the bastard, to the ignominy of him that brought her 
forth; till Time, the mid-wife, rather than the mother 
of truth, hath washed and salted the infant, and de- 
clared her legitimate. ’’ 


VII. 


In contrast to the metaphorical language and 
romantic vein of the foregoing we may turn to 
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a more controlled and factual approach to the 
imaginative material of our subject. This in- 
volves an examination of the way in which 
genius actually works. Here the testimony is 
unanimous, whether the mind’s activity is oper- 
ating in the category of literature, religion, 
philosophy, art or science. Geniuses in all these 
fields acknowledge the debt they owe to that 
mental process we call ‘‘inspiration’’ or, as it 
has been termed, ‘‘intimation’’. The experience 
has been described in many ways by a multitude 
of artists and thinkers; in an extremely interest- 
ing and valuable book, An Anatomy of Inspira- 
tion, Dr. Rosamond E. M. Harding has gathered 
these testimonies, and her conclusions throw 
much light on creative thought and art. 


The phenomenon is most familiar to the 
average man through the utterances of men and 
women of intense religious belief. The Delphic 
oracles, the Old Testament prophets, the long 
line of the saints (Saint Joan with her ‘‘voices’’ 
is the best known) have all claimed to be in- 
spired by the vocal breath of God (or the gods) 
end have thought of themselves as transmitting 
instruments for truths greater than their minds 
were rationally capable of conceiving. Similarly 
writers, musicians, painters and sculptors have 
maintained that their finest work has originated 
(note that word originated) in ideas arriving 
suddenly in the mind without conscious effort. 
They have spoken of their muse, their ‘‘demon’’, 
their ‘‘good spirit’’, and, in one instance, a little 
man tapping inside the head. Scientific thinkers 
have acknowledged a similar experience — it 
their case it has been usually a ‘‘flash of intui- 
tion’’, and a less intense emotion. Poincaré 
the great mathematician has discussed this form 
of inspiration. 


All are agreed that this phenomenon to which 
we can only apply the badly worn and almost 
old-fashioned term inspiration is quite independ- 
ent of the conscious mind. Goethe said: ‘‘No 
productiveness of the highest kind, no remark- 
able discovery, no great thought that bears fruit 
and has results is in the power of anyone; such 
things are above earthly control’’. Byron wrote: 
‘‘TIt won’t come when ealled’’—and again: ‘‘I 
can never recast anything. I am like a tiger; 
if I miss the first spring, I go back grumbling 
to my jungle again’’. The process is not unlike 
the state between sleeping and waking. Thack- 
eray says of it: ‘‘It seems as if some occult 
Power were moving my pen’’. Dickens declared 
that when he sat down to write, ‘‘some bene- 
ficent power’’ showed him what to write. Elgar 
thought of himself as ‘‘an all but unconscious 
medium’’; Dobell deseribes himself as ‘‘a re- 
ceiver, an instrument, a mouthpiece’’. In most 
instanees the individual feels himself possessed. 
Blake, speaking of his poem Milton had this 
to say: ‘‘I have written this poem from immedi- 
ate dictation, twelve or sometimes twenty or 
thirty lines at a time, without premeditation, 
and even against my will’’. 
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In many instances the inspiration must come 
naturally and cannot be forced. No one has 
written more acutely on this subject than 
Keats. His letters unlock. the mystery of 
inspiration as far as reason can go and words 
give it expression. He refers to a state of 
‘*diligent indolence’’ as being most favourable 
to inspiration, and in another place he says: 
‘*‘If poetry come not as naturally as the leaves 
to a tree, it had better not come at all’’. Mozart 
describes the ideal conditions for his compos- 


ing: 


> 


‘‘T really can say no more on this subject than the 
following; for I myself know no more about it, and 
cannot account for it. When I am, as it were, com- 
pletely myself, entirely alone, and of good cheer—say, 
travelling in a carriage, or walking after a good meal, 
or during the night when I cannot sleep; it is on such 
occasions that my ideas flow best and most abundantly. 
Whence and how they come, I know not; nor can I 
force them.’? 


Thus inspiration cannot be controlled by the 
will or evoked at any given time. The ideas 
which it yields may be evanescent, which ex- 
plains why many writers and composers carry 
notebooks to jot down themes and verses be- 
fore they fade from their mind. Thomas Hardy 
on country walks was in the habit of setting 
down such notes on large dead leaves or chips 
of wood if he had no serap of paper available. 
Shelley on this point writes: 


‘‘The mind in creation is as a fading coal, which 
some invisible influence, like an inconstant wind, 
awakens to transitory brightness. Could this influence 
be durable in its original purity and force, it is impos- 
sible to predict the greatness of the results, but when 
composition begins, inspiration is already on the wane.’’ 


This mental process of inspiration is often 
accompanied by a sense of almost supernatural 
vitality. It may cause tremendous excitement 
comparable to a discharge of electric energy. 
As Keats says in one of his letters: ‘‘The faint 
conceptions I have of poems to come brings 
the blood frequently into my forehead’’. And 
Tchaikowsky wrote: ‘‘I forget everything and 
behave like a madman. Everything within me 
starts pulling and quivering’’. Some geniuses 
have found that they could induce the visita- 
tion by physical means. Thackeray, Madame 
de Staél, Southey and Galsworthy got their 
best stimulus from a pen held ready in the 
hand. Schiller kept rotten apples in the drawer 
of his writing-desk to stimulate him. Scott 
wrote best in the early morning, and Sheridan, 
if he wished to do really good work, would rise 
at four in the morning and light a great num- 
ber of candles. Whereas Balzac, Byron, Dosto- 
ievsky and Conrad wrote at night. Driving in 
a carriage was the best means of inducing ideas 
for Mozart, Dr. Johnson, Hugo and Helmholtz. 
Schubert listening to the band in a public beer- 
garden would write songs on the back of menu- 
eards. Others have found by dropping the 
particular work on which they were engaged 


and listening to talk or music, or reading or 
taking a long walk, that their inspiration was 
powerfully renewed. 


It is well known that an interruption at a 
time when the mind is in the fever of intense 
creative activity may be fatal to the project 
in hand. The most famous example of this is 
the poem Kubla Khan which remained unfinished 
when Coleridge was interrupted in its composi- 
tion to see ‘‘a person on business from Por- 
lock’’. What has the world lost through the 
centuries because of intrusions from the man 
from Porlock! It follows naturally too that 
when the creative mood passes or in seasons 
when inspiration refuses to come, the artist has 
a sense of loneliness and at times of utter 
failure and depression. 


From all these testimonies one can speculate 
endlessly on what is certainly one of the most 
fascinating aspects of human experience. In 
such moments of inspiration or intense creative 
activity there is what would seem to be a flood- 
ing of the conscious by the subconscious. This 
may produce unusual manifestations and at 
times some dissociation from reality. The in- 
tensity of the experience at times may be pro- 
found. There seems to be no question that at 
some times Dickens’s characters were more 
real to him than the members of his own family 
(on one occasion he told Lewes that he actually 
heard every word that his characters spoke). 
Flaubert declared that after he had written of 
the suicide of Madame Bovary he felt a strong 
taste of arsenic in his mouth and was physically 
sick. Mr. Harold Nicolson has written bril- 
liantly on this point: 


‘“Raised above all others, living in a rarefied ether 
of their own, confused by the eternal dissonance between 
the ideal and the real, the mighty poets are a race apart. 
For them imagination is no happy mood but a superb 
and agonised bewilderment. Not for them are the tiny 
pleasures, the trivial success and failure, of the lesser 
breeds. The God visits them, not amicably, but in a 
flash of flame and fire, and in the after vacancy they 
know that they have caught but a momentary glimpse 
of intimation; their triumph is clouded by the knowledge 
that their illumination has been so narrow and so short.’’ 


It is well to remember that the genuine pro- 
cess of inspiration is quite different from the 
mediumistic humbug that so often passes under 
this name. Creative inspiration implies a 
knowledge and mastery of the medium in 
which the artist is working; inspiration to- 
gether with powerful imagination, memory and 
other mental processes bring data in a rich 
form into what has been ealled ‘‘the ante- 
chamber of consciousness’’. The artist-recipi- 
ent then records what he can and then as often 
as not comes the hard work of hammering 
these materials into shape when. craftsmanship 
and technique of a high order come into play. 


There is another point that is worth noting. 
The personality who dictates to the artist under 
inspiration may be vastly different from the 
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personality of the artist in every-day life. 
There is thus something like a dual personality 
in the practice of creative art. That is why so 
often the public has been disappointed on meet- 
ing the man of flesh and blood who has achieved 
fame through his artistic achievements. ‘‘Shel- 
ley plain’’ may be so much less inspiring than 
Shelley revealed in his poetry. 


VIII. 


In the last analysis it is impossible to know 
much of the essential nature of genius. This 
survey has not solved what I firmly believe must 
always remain an enigma. This conclusion will 
be challenged by the logical empiricists such 
as Dr. Philipp Frank who maintain that there 
are no significant ‘‘questions that are so pro- 
found that they cannot be solved by the exact 
sciences’’. Such dogmatism exasperates me, 
and in the present instance I find it an un- 
tenable position. Surely one conclusion 
emerges from this review—that it is not for 
any scientific analysis nor any speculative 
thought however profound or even-tempered to 
have the last word about the nature of genius. 
Such an analysis is too apt to reduce genius to 
cold mutton. The revelation of the nature of 
genius is the mission of art and especially of 
poetry. As Kant puts it, ‘‘Nature by the 
medium of genius does not prescribe rules to 
science, but to art’’. Science may throw its 
mighty Brocken shadow on the mist, but the 
sun rises, the mist dissolves and the Brocken 
forgets. That is why there are persons of un- 
accountable taste who would not trade a line 
of Robert Burns for seven-hundred-thousand 
square miles of territory anywhere, who calmly 
insist that the British Commonwealth in its 
most precious part consists largely of Shake- 
speare and Chaucer and Keats. And when the 
man of genius describes genius he employs dif- 
ferent metaphors from those which we have 
been using. When Francis Thompson pro- 
claims the nature of genius, it is in the accents 
of poetry. For him the genius is the child 
written large: 


‘Know you what it is to be a child? It is to be 
something very different from the man of today. It is 
to have a spirit yet streaming from the waters of 
baptism; it is to believe in love, to believe in loveliness, 
to believe in belief; it is to be so little that the elves 
ean reach to whisper in your ear; it is to turn pumpkins 
into coaches and mice into horses, lowness into loftiness, 
and nothing into every thing, for each child had its 
fairy godmother in its own soul; it is to live in a nut- 
shell and to count yourself the king of infinite space; 
it is 

To see a world in a grain of sand, 
And a heaven in a wild flower, 

Hold infinity in the palm of your hand, 
And eternity in an hour.’’ 


In the mystery of genius we are in the pres- 
ence of one of the central glories of our race. 
Most of our revealing knowledge in all ages 
has come from the intuitive and emotional per- 
ceptions of those creative artists whom we 





term geniuses. It is the genius who more than 
any other indicates the range of the human 
Spirit and its limits. Recall the lines in which 
Lueretius describes the work of a Greek scientist 
of genius: 


‘*So his soul’s living force gained the day; on he 
passed far beyond the flaming ramparts of the world 
and traversed throughout in mind and spirit the im- 
measurable universe; whence he returns a victor to tell 
us what can, what cannot come into being.’’ 


It is the genius who penetrates beyond what 
Lueretius in his magnificent phrase terms 
‘“flammantia mena mundi’’ (the flaming ram- 
parts of the world), and returys to tell us 
‘‘what ean, what cannot come into being’’. 

It is a faney of mine that we should finally 
absolve ourselves before leaving the mystery of 
genius. We may do so appropriately in the 
words of Renan at the dedication of the great 
statue to Spinoza at The Hague in 1882: 


‘*Woe unto him who in passing should hurl an insult 
at this gentle pensive head. He would be punished, as all 
vulgar souls are punished, by his own vulgarity, and by 
his ineapacity to conceive what is divine.’’ 


MEDICO-LEGAL 


EXCESSIVE X-RAY EXPOSURE* 
T. L. Fisher, M.D. 


Secretary-Treasurer, The Canadian Medical 
Protective Association, Ottawa, Ont. 


The plaintiff, a farmer who lived in a town 
some distance from the doctor, sought advice 
beeause of eczema behind his knees. The condi- 
tion was severe, apparently even then the plain- 
tiff was unable to straighten his knees fully. 
A total of 23 treatments was given by the doctor 
over a period of three years. Late in 1947, at 
what proved to be the patient’s last visit to the 
doctor’s office, it was decided to use x-ray 
therapy and for this a new apparatus but 
recently acquired by the doctor was used. How 
much treatment was given is a matter of con- 
jecture. The method of applying the treatment 
almost precluded any accurate estimate of the 
dosage, and the doctor, at different points in his 
testimony, gave four different computations of 
the dosage used. The machine used was a 
Contact and Cavity Therapy Machine, said by 
experts to be unsuitable for the use to which it 
was put, and was not used as a contact machine 
but by being moved constantly over the area to 
which treatment was being applied. Whether or 
not the application of the treatment was as un- 
witting as appears, the patient received a severe 
and erippling burn. 


*R. Wm. McCaffrey vs. O. G. Hague, Court of The 
King’s Bench, Manitoba. 
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Action was begun against the doctor and came 
to trial on May 2, 1949, in the Court of The 
King’s Bench, Manitoba, before the Honourable 
Judge Campbell. In his reasons for judgment 
the Honourable Judge Campbell deals with 
other pertinent facts about the medical treat- 
ment and gives his reasons for his decision. 


‘*For the treatment in question the defendant used a 
different x-ray apparatus . . . called a Contact and 
Cavity Therapy apparatus. . . It was there on trial, 
subject to his approval. He had never used it before 
in the treatment of eezema—for which purpose it was not 
designed. The manufacturer’s literature . - indicates 
that it . . . is primarily for the treatment of cancer.’’ 





During the next three months the extent of 
the burn became evident and for a further 
eight months the plaintiff was confined to his 
bed. 


‘*Even on the day of the trial the backs of the 
plaintiff ’s knees were not fully healed. He was unable 
to straighten them. Both legs were bent by reason of 
sear tissue on the skin and cords of his knees, caused by 
third or fourth degree burns.’’ 


At the trial the defendant changed the evi- 
dence he had given at the examination on dis- 
covery and in spite of that the Judge concluded : 


‘Tt is clear from the evidence that the defendant 
miscalculated the dosage; it was of too high intensity 
and too long exposure. This finding is on the defendant’s 
own evidence. . Res ipsa loquitur was pleaded and 
argued at the trial.. In my opinion I do not need to 
decide whether or not this principle applies because 
enough evidence was adduced at the trial to place the 
onus on the defendant and he did not satisfy it. 

‘*T find that this bad result was occasioned by lack 
of skill and lack of care by defendant and that there 
were no other contributing factors. . ‘ 

‘‘The item for pain and suffering and the general 
handicap which he will be under for the rest of his life, 
is difficult to compute and can hardly ever be fully 
compensated for. . There is also his loss of 
prospective earnings. Having regard to all these con- 
siderations, I fix damages as follows . . $16,457.01.’’ 


Oftener than most specialists radiologists 
write the Association to enquire whether their 
medico-legal responsibilities are different from 
or heavier than those of other specialists. The 
same broad principles apply to them as to the 
others. The fact that the effects of treatment 
are delayed so long after the treatment may 
modify the application but changes the prin- 
ciples in no way. Radiologists must possess 
adequate knowledge and skill and must apply 
them with due care and precaution. Failure 
will expose them to penalties. 


Leiomyomata of the small intestine are uncommon, 
but can cause intestinal bleeding. In one case there 
were severe intestinal hemorrhages during a sixteen year 
period. A leiomyoma of the terminal ileum was found 
and resection of the involved portion of ileum performed. 
—J. Borrie, Brit. J. Surg., 37; 235, 1949. 





EXPOSITION EXCESSIVE AUX 
RAYONS xX* 


T. L. Fisher, M.D. 


Secrétaire-Trésorier, The Canadian Medical 
Protective Association, Ottawa, Ont. 


Le demandeur, un fermier habitant dans une 
ville 4 quelque distance du médecin, vint le 
consulter pour un eczéma localisé en arriére des 
genoux. C’était une lésion importante, et il 
lui était méme impossible alors de redresser tout 
a fait les genoux. Pendant trois ans le médecin 
lui donna en stout 23 traitements. Tard en 
1947, lors de la derniére visite du malade au 
médecin, celui-ci décida d’employer la radio- 
thérapie, et 4 cette fin se servit d’un appareil 
nouveau dont il venait 4 peine de faire 1’achat. 
On ne sait pas au juste jusqu’d quel point le 
traitement porta. Son mode d’application 
cependant empécha presque d’en calculer ex- 
actement le dosage, et le médecin, 4 divers 
moments de son témoignage, donna quatre esti- 
mations différentes de la posologie employée. 
L’appareil dont il se servit était une Contact 
and Cavity Therapy Machine, reconnue par des 
experts pour ne pas convenir a l’usage que |’on 
en a fait, et au lieu d’étre utilisée comme ap- 
pareil de contact fut promenée continuellement 
sur la région a traiter. Et que l’on ait eu con- 
science ou non des effets de l’application du 
traitement, le malade subit une brilure grave 
qui en fit un impotent. 


On intenta une action contre le médecin et 
le procés s’instruisit le 2 mai 1949, en Cour du 
Bane du Roi du Manitoba, devant 1’Honorable 
Juge Campbell. En rendant son jugement 
l’Honorable Juge Campbell traite d’autres faits 
se rapportant pertinemment au traitement médi- 
eal et donne les raisons qui motivent sa décision. 


‘*Pour le traitement en question le défendeur se servit 
d’un appareil & Rayons X différent . . . appelé Con- 
tact and Cavity Therapy Machine. . . Il était & en 
faire 1’essai, sous réserve de son approbation. Il] ne s’en 
était jamais servi auparavant pour le traitement de 
1’eczéma—une fin pour laquelle il n’était pas fait. Le 
prospectus du manufacturier . . démontre qu’il... 
sert principalement pour le traitement du cancer.’’ 


Au cours des trois mois suivants 1l’étendue de 
la brailure devint évidente et le malade dut 
garder le lit pendant huit autres mois. 


‘“Méme au jour du procés la partie postérieure des 
genoux du demandeur n’était pas complétement guérie. 
Il était incapable de les redresser. Ses deux jambes 
étaient fléchies en raison du tissu cicatriciel sur la peau 
et les ligaments des genoux, suites de brilures au 
troisiéme et quatriéme degré.’’ 


Au procés le défendeur changea le témoignage 
au’il avait rendu a l’enquéte préliminaire et en 
dépit de cela le Juge décréta en conclusion: 


*R. Wm. McCaffrey vs O. G. Hague, Court of the 
King’s Bench, Manitoba. 
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‘*La preuve démontre clairement que le défendeur fit 
un calcul erroné du dosage, tant qu’& une intensité trop 
forte qu’& une exposition trop prolongée. Le défendeur 
a lui-méme fait sienne cette constatation. . .. Au 
procés on a fait de res ipsa loquitur 1’objet de plaidoiries 
et de débats. A mon avis point n’est besoin pour moi de 
décider si ce principe trouve son application ici ou non 
parce que le défendeur n’y a pas satisfait au curs du 
procés alors que la preuve a surabondamment placé sur 
lui tout le poids de la responsabilité. 

‘“Je déclare que ce facheux résultat tient a la 
maladresse et 4 l’incurie du défendeur et qu’il n’y eut 
pas d’autres facteurs contributifs. ... 

“*Tl est malaisé d’évaluer les éléments qui ont trait 
a la douleur et & la souffrance ainsi qu’au handicap dont 
il se ressentira pour le reste de ses jours et pour lequel 
il ne pourra étre entiérement dédommagé. ... Entre 
aussi en ligne de compte la perte d’émoluements futurs. 
En raison de toutes ces considérations, je fixe les dom- 
mages-intéréts comme suit . . . $16,457.01.’ 


Plus souvent que la plupart des spécialistes les 
radiologistes s’informent auprés de |’ Association 
pour savoir si leurs responsabilités médico-légales 
sont differentes ou plus lourdes que celles des 
autres spécialistes. Les mémes régles générales 
s’appliquent 4 eux comme aux autres, Ces régles 
ne sont changées en rien pour eux et seule leur 
application peut étre modifiée du fait que les 
effets du traitement sont retardes si longtemps 
aprés qu’il a pris fin. Les radiologistes doivent 
avoir un degré convenable de science et d’ad- 
resse, ils doivent aussi en user avee toute la 
prudence et l’attention voulues. Faute de quoi 
ils s’exposeront a des pénalités. 


CANADIAN ARMED FORCES 


News of the Medical Services 


Surgeon Commander F. G. W. MacHattie received his 
Diploma in Public Health in June at the University of 
Toronto and will be appointed as Hygiene Officer on the 
staff of the Command Medical Officer, Atlantic Coast, 
on completion of field work. 





Surgeon Lieutenant Commander J. W. Green com- 
menced a six months’ course on July 1 at the Montreal 
College of Anesthesia. 





Two Reserve medical officers and three nursing officers 
of H.M.C.S. Chippawa in Winnipeg were placed on full 
duty during the recent Manitoba floods. All medical 
facilities of the Division were made available to the 
public under the direction of the Principal Medical 
Officer, Surgeon Lieutenant Commander R. W. MacNeil. 





A large number of former medical officers of the 
R.C.N. took advantage of the Annual Meeting of the 
Canadian Medical Association in Halifax to renew 
acquaintance of their former scenes of duty during 
World War II. In some respects the convention assumed 
the appearance ‘of an ‘‘old boy’s reunion’’. It was of 
interest to note the high percentage of such doctors 
taking part in the program by the presentation of 
scientific papers. 





Brigadier W. L. Coke, D.G.M.S. (Army), Surgeon 
Captain A. McCallum, M.D.G. (Navy), and Wing Com- 
mander G. D. Caldbick (for D.H.S. (Air), represented 
the Medical Services at Defence Headquarters at the 
Annual Meeting of the Canadian Medical Association 
held in Halifax, N.S., June 19 to 23. 





Group Captain A. A. G. Corbet, Director of Health 
Services, R.C.A.F., left during the early part of June 
for a trip to the United Kingdom, where he will under- 
take an extensive tour of Royal Air Force Medical Instal- 
lations under the guidance of Air Marshall P. C. Living- 
ston, C.B., C.B.E., A.F.C., F.R.C.S., Director General 
Medical Services, Royal Air Force in company with Air 
Commodore Daley, Director General Medical Services, 
Royal Australian Air Force. 





Squadron Leader W. A. Prowse has completed a 
course at the University of Toronto leading to his 
diploma in Public Health and will return to duty on 
completion of field work. 








CORRESPONDENCE 


Woman Physician Needed in Pakistan 


[The following letter has been received by Dr. W. 
Stuart Stanbury, National Commissioner of the Canadian 
Red Cross Society, 98 Wellesley Street, Toronto, who asks 
us to give publicity to its appeal. The writer of the 
letter is the Director of the Health Bureaw of the League 
of Red Cross Societies.—EDITOR. } 


The Pakistan Red Cross Society is at present con- 
templating the reorganization of its Maternal and Child 
Welfare Services. For this purpose and to direct these 
Services the Society requires an expert woman doctor. 

The Vice-Chairman of the Managing Body of the 
Pakistan Red Cross Society, Lieut.-Col. M. Jafar, has, 
therefore, approached the League of Red Cross Societies 
and asked whether we could assist the Society in finding 
such a doctor. 

I understand that what the Society wants is a woman 
doctor (not too old) with a good general medical train- 
ing and a certain experience in Maternal and Child 
Health. The person chosen must, furthermore, be able, 
independently, to organize and direct the said services. 
She must have a certain knowledge of English and also 
be able and willing to learn the native language. The 
Society has not given any definite offer as to salary; 
but I understand that they are willing to pay about 700 
rupees a month (approximately 900 Swiss frances) and 
provide free lodgings. I understand that there will be 
a contract of some years’ duration. 

I take the liberty, therefore, of asking the Canadian 
Red Cross whether it might be able to help us find a 
woman doctor who would be willing to undertake this 
important humanitarian work. As I understand that 
the needs of the Pakistan Red Cross are urgent I should 
appreciate a reply at your early convenience. 

G. ALSTED, M.D., 
Director, Health Bureau, 
League of Red Cross Societies. 





SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


POLIOMYELITIS AND INOCULATIONS 


Much interest and a considerable degree of concern 
have been aroused by Professor Bradford Hill’s report 
(British Medical Journal, p. 1, July 1, 1950) that ‘‘in 
the 1949 epidemic of poliomyelitis in this country cases 
of paralysis were occurring which were associated with 
inoculation procedures carried out within the month pre- 
ceding the recorded date of onset of the illness’’. The 
report is based upon a study of the records of 410 cases 
of poliomyelitis under the age of 5 years. In the chil- 
dren who had been inoculated within the month pre- 
ceding the onset of poliomyelitis paralysis in the arms 
was as frequent as paralysis in the lower limbs, and the 
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left arm was involved more often than the right, whereas 
in children without recent inoculation the lower limbs 
were affected two or three times as often as the 
arms and the two arms were equally affected. These 
effects appeared to be confined to injections within a 
month of the onset of poliomyelitis. This correlation 
was noted with inoculations with A.P.T. as well as with 
inoculations with A.P.T. and pertussis antigens. The 
argument that has been advanced that the effect of a 
recent inoculation is merely to localize the paralysis in 
the limb of injection in a child already incubating 
poliomyelitis is not accepted: ‘‘the excess of recently 
inoculated children in the poliomyelitis group . . . indi- 
cates that the group includes cases which would not have 
been diagnosed as poliomyelitis at all if there had been 
no previous and recent inoculation’’. 


The full implications of these observations, which 


tally well with recent Australian reports, will obviously 
require careful consideration by those in authority, as 
well as confirmation during the current poliomyelitis 
season. Meanwhile, the only practical conclusion would 
appear to be that it would be wise to postpone all 
inoculation procedures in younger children until the 
autumn. 


Doctors’ PAy 


While an apparently unending stream of memoranda, 
directives and reports emanate from the Ministry of 
Health, interspersed intermittently with announcements 
of the appointment of new committees, little is done to 
ameliorate the standards and conditions of general prac- 
tice. The average general practitioner is much too busy 
to become involved in medical politics and tends to carry 
on with his job, simply hoping that some day something 
will be done for him. Every now and again, however, 
the rumblings of discontent break through to the public. 
The latest ebullition is a resolution from the British 
Medical Association protesting at the ‘‘ repeated hold-ups 
and prolonged delays’’ in pay negotiations with the 
Ministry of Health,-and recommending that ‘‘if and 
when it becomes evident that there is no prospect of a 
satisfying settlement of the claim, a conference be called 
to name a date on which general practitioners are advised 
to end their contracts under the health service’’. 


More will be heard on this subject at the annual 
meeting of the B.M.A. later this month. Meanwhile all 
that need be said is that the problem is not a straight- 
forward one of simply increasing the capitation fee per 
patient. What is required is some means whereby an 
adequate income can be earned by the practitioner who 
feels incapable of doing justice to 4,000 patients and 
who wishes to be able to afford to run an adequately 
equipped surgery. The present system, as is the case 
with so many nationalized schemes, penalizes such a man 
at the expense of the less responsible practitioner who 
takes on the maximum number of patients and provides 
the minimum in the way of surgery, equipment and 
clerical assistance. 


Cost oF Drugs 


The Chief Medical Officer of the Ministry of Health 
has sent a letter to all doctors in the national health 
service in England and Wales, asking them not to 
prescribe proprietary medicines when similar and equally 
effective standard preparations are available. Care is 
taken to point out that there is no question of asking 
practitioners not to prescribe proprietary preparations of 
known value and for which there is no equivalent sub- 
stitute. This is the latest step in the attempts of the 
Ministry to reduce the expenditure on drugs. The letter 
is accompanied by a copy of the second interim report 
of the Joint Committee on Prescribing, which will arouse 
even more general interest. It is much too full to sum- 
marize here, but two of its features may be mentioned. 
The first is that the committee is agreed that there 
should be no absolute restriction on the prescribing by 
a general practitioner of any drug which in his opinion 
is necessary. The other is that the committee considers 
it undesirable that preparations advertised direct to the 





public would be prescribable on the official N.H.S. pre- 
scription form. The full implications of a literal adop- 
tion of this recommendation are indeed widespread. 

London, July, 1950. WILLIAM A. R. THOMSON 
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Antihistaminic Drugs. Comparative Activity in Man 
as Measured by Histamin Iontophoresis. Sternberg, 


T. H., Perry, D. J. and LeVan, P.: J. A. M. A., 142: 
969, 1950. 


The authors are of the opinion that the value of the 
many Clinical evaluations of the antihistaminic drugs 
is vitiated in many instances by a failure to employ 
adequate control measures. In addition, such influences 
as the psychic factors incident to treatment, the occur- 
rence of spontaneous remissions and daily human emo- 
tional variations are capable of introducing a wide 
margin of error. Using a modification of a method of 
histamine iontophoresis introduced by previous workers 
an evaluation was attempted of the 13 antihistaminic 
compounds commercially available at the time of writing. 
Using serial dilutions of histamine base per c.e. of solu- 
tion, the initial threshold level, representing the highest 
dilution producing diffuse follicular whealing at the site 
of the positive electrode, was determined for the test 
subject. It is emphasized that this is not an actual 
quantitative measurement of the amount of histamine 
penetrating the skin, but represents the concentration 
necessary to produce the reaction. Controls of buffered 
neutral solution were identically tested in adjoining 
areas of the flexor surface of the forearm. The anti- 
histaminic drug being tested was administered orally 
after the initial threshold determination had been 
established. The quantity of histamine base in micro- 
grams/c.c. of solution was previously calculated for each 
dilution used. The difference between the initial hista- 
mine threshold and the threshold one and two hours after 
the administration of the antihistaminic compound 
represented the degree of antihistaminic activity of the 
drug tested. The maximum antihistaminic activity was 
reached in two hours and disappeared four to five hours 
after administration of the drug. Each drug was tested 
on 10. persons and dextrose placebo controls were given 
to 10 others. No oral medication was received during 
the 24 hours preceding the test. There was a wide varia- 
tion in the response to the same drug, and the 30 patients 
tested with the 3 most active antihistaminic drugs were 
grouped together according to the amount of histamin 
base ‘‘blocked’’. 

It was shown that benadryl, pyribenzamine and neo- 
antergan were definitely superior to the other drugs in 
altering the histamine whealing threshold. This cor- 
responds with the clinical observation of other observers. 
Why some of the drugs are ineffective in some persons 
is a problem not yet solved. Failure of these cases to 
respond to intravenous injection of the drug shows that 
it is not due to faulty absorption. The antihistaminic 
drugs have many other actions, and some of the drugs 
with low antihistaminic effects may well be superior in 
other actions. D. E. H. CLEVELAND 


The Use of the Direct Eosinophil Count in the Diag- 
nosis and Treatment of Waterhouse-Friderichsen 
Syndrome, Faloon, W. W., Reynolds, R. W. and 
Beebe, R. T.: New England J. Med., 242; 441, 1950. 


The fall in eosinophil count resulting from stimula- 
tion of the adrenal cortex by ACTH has suggested that 
this may be of value in diagnosis. An increase of 
adrenocortical function would be expected in general 
sepsis, but in the Waterhouse-Friderichsen syndrome 
this is negatived by the extensive hemorrhage into the 
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The 
administration of whole adrenocortical extract would 
then bring the count down, and as long as replacement 
therapy is successfully maintained, it will remain down. 
The instance of a fatal case in a 17-year old girl with a 
direct eosinophil count of 17 per c.mm. is cited as the 
first proved at autopsy with eosinophil studies in ac- 
cordance with the above theory. After the injection 
intravenously, and later intramuscularly of apprcxi- 
mately 70 ¢.c. of ACTH the eosinophil count rose to 119 
per ¢.mm. but then fell rapidly and remained at a level 
consistent with that found in other types of stress. These 
findings are considered to indicate that the diagnosis 
may be established before death by the direct eosinophil 
count. From the counts in the initial acute stage it was 
considered that the dosage of ACTH was inadequate, 
and adequate dosage requirements were learned. The 
autopsy findings showed that the patient suffered not 
only from adrenal insufficiency but also from severe 
renal disease involving both glomeruli and tubules. 

D. E. H. CLEVELAND 


adrenals, thus the eosinophil count would be high. 


The Lipid Disturbance in Biliary Obstruction and its 
Relationship to the Genesis of Arteriosclerosis. 
Ahrens, Jr., Edward, H.: Bull. New York Acad. Med., 
26: 151, 1950. 


The view has wide dermatologic acceptance that 
cutaneous xanthomatosis, often appearing only as in- 
signicant streaks in the eyelids, called xanthelasma, 
has important significance in relation to arteriosclerosis 
and coronary disease. This paper from the Rockefeller 
Institute of Medical Research is therefore of especial 
interest to dermatologists on account of its discussion 
of the correlation between skin xanthomatosis and 
serum lipid levels, the question whether arterial 
xanthomatosis occurs in a parallel manner, and its 
relationship to coronary insufficiency and arteriosclerosis. 


Experimental studies in arteriosclerosis now in pro- 
gress give the impression that it is not the elevation 
of serum cholesterol per se, but abnormal ratios of 
cholesterol to phospholipid (C/P ratio) which is re- 
sponsible for its genesis. In the condition known as 
primary biliary cirrhosis, described by Thannhauser 
as xanthomatous biliary cirrhosis on account of the 
development of cutaneous xanthomatosis, the yellowish 
fatty tumours in the skin appear after months or years 
of painless jaundice and itching. Other skin signs 
may include melanosis and thick dry skin, rarely 
‘‘spiders’’ and ‘‘liver palms’’, The prolonged pre- 
xanthomatous stage of the disease in only 7 of the 
17 cases studied by Ahrens is apparently explained 
by a difference in serum lipid levels, Patients with 
the most severe biliary obstruction, hence high levels 
of serum bilirubin and most pronounced jaundice, de- 
velop cutaneous xanthomas. The majority, with milder 
biliary obstruction do not become xanthomatous, be- 
cause it is the degree of elevation of the serum lipids 
which determines their deposition in the skin. At 
levels higher than 1,800 mgm. % severe generalized 
xanthomatosis developed. At total lipid concentrations 
of about 1,300 to 1,800 mgm. % 7 of 7 patients 
showed xanthelasma only. When the relationship be- 
tween arterial xanthomatosis and skin xanthomatosis 
was studied, on post mortem examination on 6 patients 
with primary biliary cirrhosis of 2 to 7 years’ duration, 
there was found to be an inverse relationship between 
arterial atheromatosis and skin xanthomatosis. These 
and other observations which are described ‘‘fail to 
substantiate the hypothesis that lipemia per se leads 
to arteriosclerosis. They support the theory that the 
deposition of cholesterol in arterial intima is in some 
manner affected by the concentration of phospho- 
lipids. ’’ D. E. H. CLEVELAND 


The Causes of Arteriosclerosis. Dock, W.: Bull. New 
York Acad. Med., 26: 182, 1950. 


This paper from the Professor of Medicine, Long 
Island College of Medicine, appearing in the same 
number of the same journal as that by Ahrens on the 
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relationship of lipid disturbance to the genesis of 
arteriosclerosis is of especial interest to dermatologists 
for the reasons given in the preceding abstract of 
Ahrens’ paper. 


In discussing the four different ways in which 
hardening of the arteries occurs he describes the 
intimal change which causes all clinical manifestations 
of arteriosclerosis—atheroma formation or atheroma- 
tosis. Since the intimal plaques are rich in cholesterol, 
they are similar to the xanthoma which develop in the 
skin in patients with high blood cholesterol. Every 
patient who exhibits xanthoma has atheromata; they 
are focal lesions with obvious predilection for certain 
sites—the upper lids for xanthoma, and the aorta near 
its bifureation and the coronary arteries for athero- 
mata. In animals and men atheromata develop only 
when the C/P ratio exceeds a certain level. It is 
clear that xanthoma form rapidly when plasma chole- 
sterol levels are high and never when blood cholesterol 
is in the lower range of normal values. Xanthoma 
appears where connective tissue is delicate or dense, 
but in constant motion or vibration, as in the eyelids 
and tendons. Other sites are considered to be the 
anterior mitral leaflet and the epicardial parts of the 
coronary arteries, which are in constant motion. The 
correlation of atherosclerosis with level of arterial 
pressure is accounted for by increased fibre tension and 
rate of vibration of the intimal tissues with each 
pulse wave; also with increase of the ‘‘churning’’ 
phenomenon, envisaged by Dock, of vibrating collagen 
fibres acting as a churn which forms visible aggregates 
from cholesterol in solution or suspension. 

D. E. H. CLEVELAND 


A Low-Sodium Diet for Hypertensive Vascular Dis- 
ease Precipitating Addison’s Disease and Miliary 
Tuberculosis. Friedenberg, S.: New England J. Med., 
242: 277, 1950. 


The prolonged use of a low-sodium diet in the treat- 
ment of hypertension or congestive heart failure may 
result in grave complications and even death. The 
symptoms of this so-called ‘‘low-sodium syndrome’’ are 
strikingly similar to those associated with acute adreno- 
cortical deficiency and are probably the result of adreno- 
cortical hypofunction. The ‘‘low-sodium syndrome’’ 
may follow severe dietary restriction of salt; the use of 
mercurial diuretics which inhibit tubular reabsorption of 
sodium, and intrinsic renal disease, such as tuberculosis 
or, rarely, chronic glomerulonephritis. A case is re- 
ported in detail in which miliary tuberculosis and Addi- 
son’s disease followed the use of a low-sodium diet in 
the treatment of hypertensive cardio-vascular disease. 

NORMAN S. SKINNER 


Syphilis in Pregnancy. A Clinical Study of Factors 
Responsible for Congenital Syphilis. Hayman, A. 
and McCain, J. R.: New England J. Med., 241: 960, 
1949, 


This study was stimulated by an attempt to determine 
the reason for the large number of syphilitic infants born 
in or referred to the Grady Memorial Hospital, Atlanta, 
Georgia. Approximately 77 living infants with con- 
genital syphilis were treated in 4 years. Not only have 
the sensitivity and specificity of serologic tests for 
syphilis been improved since most previous studies were 
reported but many of the roentgenological criteria for 
diagnosis of congenital syphilis been greatly modified. 
In the present study diagnosis was based upon clinical 
findings, repeated quantitative serological tests, spinal 
fluid studies, dark field examination and roentgeno- 
graphic studies of the long bones. Approximately 80% 
of the children showed definite roentgenographic evidence 
of osseous syphilis: osteochondritis of the medial upper 
portion of the tibia, osteomyelitis and epiphysitis. Al- 
most all the patients showed overt manifestations at or 
shortly after birth, indicating that they had been in- 
fected before birth. 


The diagnosis of syphilis in pregnancy could have 
been made in almost all the mothers if repeated sero- 
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logical tests had been made throughout the period of 
gestation; but a negative routine test in syphilis leading 
to no suspicion of active syphilis, 21 of the mothers re- 
ceived no treatment before delivery. That patients often 
acquire syphilis in the late stages of pregnancy is well 
known, and the importance of repeated serological tests 
during the last month has been emphasized. Had this 
practice been followed syphilitis infection in approxi- 
mately 20% of the children could have been prevented. 
Women with early syphilis are more likely to bear 
syphilitic children than those having late syphilis. The 
duration of syphilis was determined with reasonable ac- 
curacy in 57 of the 77 mothers, and of these 53 had 
acquired syphilis or had an infectious recurrence less than 
5 years before the birth of the syphilitic child. Only 4 
mothers were known positively to have had a persistent 
infection for more than 5 years before the birth of ‘the 
syphilitic child; 2 of these had never had any treatment. 

The concept that a syphilitic woman, regardless of the 
amount of treatment received before pregnancy, should 
be treated in pregnancy has recently been questioned. 
Other workers have reported large series of patients 
adequately treated before pregnancy with penicillin and 
other drugs, but not during pregnancy, who were de- 
livered of healthy children, but these workers emphasize 
that the patients in whom treatment is to be omitted 
during pregnancy should be selected carefully and 
constant watch during pregnancy should be kept for 
evidence of relapse. Of the 77 mothers in the authors’ 
study only 5 were ‘‘thought to have had ‘adequate’ 
treatment’’ before pregnancy. These all had recurrences 
(manifested by serologic relapse or infectious lesions 
just prior to or during the pregnancy). None had re- 
ceived any treatment for the recurrence before pregnancy. 
It was considered that the differentiation on the basis 
of the height of the serologic titre was unreliable as para- 
doxical data were obtained in these studies. 

In treatment it was considered that while 10 to 20 
injections of arsenoxide often may be sufficient to pro- 
tect the fetus of a syphilitic woman, it was not always 
adequate, especially. when given in the last half of preg- 
nancy. Penicillin is the drug of choice, not only being 
relatively non-toxic, but more effective in a short period. 
It is, moreover, valuable in the last trimester when 
arsenical therapy is least useful. It is not however in- 
variably successful, as shown by 2 patients observed 
by the authors, but not included in the series. 

D. E. H. CLEVELAND 


Spontaneous Pneumothorax: A Study of 105 Cases. 
Rottenberg, L. A. and Golden, R.: Radiology, 53: 
157, 1949. 


The three most important causes of spontaneous 
pneumothorax have been considered to be pulmonary 
tuberculosis, congenital vesicles and emphysema. A\l- 
though many medical textbooks state that pulmonary 
tuberculosis is the most common cause of spontaneous 
pneumothorax, recent investigators have stressed the 
benign nature of the disease. The present report is a 
study of 97 consecutive cases of simple spontaneous 
pneumothorax to determine the possible relationship 
to pulmonary tuberculosis. Spontaneous pneumothorax 
is most prevalent in young, active and apparently 
healthy individuals. In this series, approximately 90% 
of cases occurred in men. The average age was 30.2 
years. Most of the patients were engaged in a 
sedentary occupation and the attack did not occur 
at a time of strenuous activity. The two major 
symptoms were chest pain and dyspnea, both usually 
subsiding within one to two days. The pain was sud- 
den and severe, limited to the side involved, often 
radiating to the shoulder, back or abdomen and fre- 
quently simulating angina. Each hemithorax was 
about equally involved and there were six bilateral 
cases. 


A slight to moderate pleural effusion developed in 
46 patients and was gradually and spontaneously re- 
sorbed. Pleural adhesions, which prevented collapse 
of the bulla and resulted in persistent dyspnea, were 
present in five patients. There was no apparent rela- 





tionship between the presence of effusion and adhe- 
sions and the likelihood of developing pulmonary 
tuberculosis. Thoracentesis was performed in nine 
patients for relief from dyspnea and in three cases 
of massive hemothorax. The average time for com- 
plete re-expansion was four weeks. Twenty-four pa- 
tients had one or more recurrences of spontaneous pneu- 
mothorax and these are most likely to appear within 
one year. There were two deaths; one from tension 
pneumothorax and the other from hemothorax. 

The immediate prognosis in simple spontaneous 
pneumothorax is excellent. Less favourable forms of 
the disease are tension pneumothorax, hemopneumo- 
thorax and bilateral pneumothorax. The development 
of spontaneous pneumothorax in acute pulmonary 
tuberculosis results in a high mortality and the pres- 
ence of tuberculosis must be determined. It is fre- 
quently imposible to demonstrate subpleural bulle and 
the diagnosis is usually made by clinical investigation. 
The negative tuberculin test, normal sedimentation 
rate, absence of fever and pyothorax, and the prompt 
recovery without sequele are the most reliable criteria 
in the differential diagnosis. Pulmonary tuberculosis, 
if not present at the time of the attack, rarely develops 
subsequent to the spontaneous pneumothorax. 

J. F. SIMPSON 


Rubella in Pregnancy as an Etiological Factor in 
Congenital Malformation, Stillbirth, Miscarriage 
and Abortion. Part II. Swan, C.: J. Obst. § Gynec. 
Brit. Emp., 56: 591, 1949. 


On the available evidence, a woman who contracts 
rubella at some stage during the first 4 months of preg- 
nancy, has a 3 to 1 chance of giving birth subsequently 
to a congenitally defective infant. After the fourth 
month the risk of congenital malformations is minimal. 
The type of abnormality is to some extent dependent 
on the time of onset of the infection. The main 
anomalies comprise cataract, deaf-mutism, cardiac dis- 
ease and microcephaly; each may occur alone or in any 


combination. The pathogenesis of the defects has been 
designated ‘‘extrinsic sublethal interference with 
organogenesis ’’, P. J. KEARNS 


Acute Appendicitis Complicating the Acute Infectious 
Diseases of Childhood. Lawrence, K. B. and 
Waring, G. W.: New England J. Med., 241: 1, 1949. 


Analysis of 100 cases of acute appendicitis, occurring 
in conjunction with the acute infectious diseases of chil- 
dren, was carried out by the authors at the Haynes 
Memorial Hospital, Boston. Contrary to the generally 
held belief its statistical incidence was no greater than 
among children without infectious disease. Appendicitis 
is much more acute in children than in adults and 
perforation with peritonitis is infinitely more frequent 
(61% of this series). Early surgery is imperative but 
time must be taken for proper correction of fluid and 
electrolyte balance. The mortality rate in this series of 
eases was 8%. However, the period covered was 21 
years and only one death occurred since the introduction 
of chemotherapy. NorMAN 8. SKINNER 


Roseola Infantum (Exanthem Subitum). Berenberg, 
W., Wright, 8. and Janeway, C. A.: New England J. 
Med., 241; 253, 1949. 


Roseola infantum is a practically universal disease of 
young children, affecting about 95% between the ages of 
six months and three years. Since it is usually mild and 
rarely requires hospitalization the medical graduate has 
little knowledge of it. In medical practice it is usually 
confused with measles. The usual clinical course con- 
sists of a sudden onset with high fever and no specific 
complaints except those associated with the pyrexia. The 
fever lasts three to five days and terminates by crisis 
coincident with, or shortly followed by, the exanthem 
which is macular and largely confined to the trunk and 
neck. The rash may he of only a few hours’ duration 
and hence may be easily missed. It usually lasts one to 
two days and is rose pink in colour. The macules tend to 
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remain discrete and may be surrounded by a white areola. 
The disease is probably of virus origin. The incuba- 
tion period is probably about ten to fifteen days, but 
may be much longer in some cases. Complications are 
rare but include convulsions, encephalitis and rarely 
hemiplegia. During the ten-year period 1937 to 1947, 
181 cases of Roseola infantum were seen at the Chil- 
dren’s and Infant’s hospitals, Boston. These patients 
are considered to be the rare ones which manifest compli- 
cations, although the possibility is suggested that there 
may be a severe, even fatal, variant of the disease. 
NORMAN S. SKINNER 


Medical Treatment of Acute Pulmonary Abscess. 
Walker, W. J.: New England J. Med., 241: 266, 
1949, 


The view that all pulmonary abscesses should be 
treated surgically should be modified since over 90% 
of the acute variety can be cured by intensive medical 
treatment. Multiple organisms, including those of the 
fusospirochetal variety, are usually involved. Peni- 
cillin alone is not sufficient (50,000 to 100,000 units 
every three hours by injection) and in addition to its 
intramuscular use it should be used as the aerosol 
(40,000 units in one e¢.c. isotonic sodium chloride every 
four hours). Sulfadiazine alone or with sulfamerazine 
is advisable in sufficient quantity to maintain a blood 
level of 12 mgm. per 100 c.c. If streptomycin-sensitive 
organisms are present streptomycin should also be used 
both intramuscularly and by aerosol. Bronchoscopic 
examination is important in all cases, not only to rule 
out the presence of a foreign body or neoplasm but to 
secure better drainage of the abscess cavity. Repeated 
aspiration through the bronchoscope, with instillation of 
appropriate chemotherapeutic “agents, is a_ rather 
neglected form of therapy in this country. Postural 
treatment, individualized for the patient, should be 
carried out four times daily. The foot of the bed should 
be elevated and the pillow removed. 

The above outline of treatment should be instituted 
early in the course of pulmonary abscess. It is also an 
excellent routine in preparation of the chronic abscess 
for operation. If intensive medical methods are not 
successful lobectomy should be carried out. Three cases 
of acute pulmonary abscess, two of them of the putrid 
variety, were successfully cured, with complete disap- 
pearance of the abscess cavity by roentgenographic 
examination within fourteen days. 

NorMAN S. SKINNER 


Prophylaxis and Treatment of Heat-Reaction States. 
Friedfeld, L.: New England J. Med., 240: 1043, 1949. 


Extremes of environmental heat are poorly borne 
by infants and old people, and heat-waves present a 
serious problem to homes for the aged as they are fre- 
quently associated with mortality. The Home of Old 
Israel, New York City, has instituted a regimen which 
has brought about very gratifying results in lowering 
mortality and morbidity under such circumstances. 

On the starting of a heat wave, light clothing is 
distributed and rest periods in well ventilated rooms 
instituted, along with avoidance of outdoor exposure 
during the heat of the day. The diet is increased in 
carbohydrate and salted foods and decreased in pro- 
tein. Salt tablets, drinking water and citrus fruit 
juices, as well as extra vitamins, are regularly dis- 
tributed. Several daily visits are made to all sick 
or indisposed inmates and when a dry skin is noted 
(even in the absence of significant symptoms or fever) 
the patient is put to bed without clothing, put in the 
air-current of fans and given frequent sponge baths. 
The intake of water and salt tablets is encouraged. 
If sweating does not frequently return or if fever 
develops, an oxygen tent is employed in which the 
temperature is maintained below 50° F., along with a 
low humidity level. 

Prophylaxis, and prompt attention to the first signs 
of heat intolerance in old people will produce definite 
saving of lives in the presence of abnormally, high 
environmental temperatures. NorMAN S. SKINNER 
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Reconstruction of the Trachea and Cervical Csophagus. 
Rob, C. G. and Bateman, G. H.: Brit. J. Surg., 37: 
202, 1949. 


Resection of the trachea for cancer is rarely under- 
taken since suitable cases are rare. One recurrent 
laryngeal and one superior laryngeal nerve must be 
preserved. End-to-end anastomosis of a resection of 
more than 2 cm. of trachea is not possible in the 
human, so the closure of the gap is a problem. Others 
have transplanted a piece of rib, fascial grafts, tubes 
of skin, and polythene tubes. A rigid wall is needed 
in the trachea. 

A case is reported in which a recurrence of a slow- 
growing carcinoma of the thyroid involved resection 
of the trachea. A tube of tantalum gauze covered on 
both sides by fascia lata was sewn to the trachea and 
the wound closed. Later bronchoscopy showed that 
tracheal epithelium covered the tube on its inner 
aspect. The fascia lata did not survive, but provided 
a temporary seal until granulation tissue growing 
through the tantalum gauze provided a layer on which 
the epithelium could grow. A similar procedure was 
carried out on 3 patients with carcinoma of the hypo- 
pharynx and upper esophagus. BURNS PLEWES 


Use of Blood and Plasma in Correction of Protein 
Deficiencies in Surgical Patients. Allen, J. G., 
Egner, W., Brandt, M. B. and Phemister, D. B.: 
Ann. Surg., 131: 1, 1950. 


Patients with hypoproteinemia who cannot take pro- 
tein in their diets must receive parenteral nitrogen ther- 
apy. The administration of protein hydrolysate may 
succeed in placing the patient in positive nitrogen 
balance but it fails to return the plasma protein con- 
centration to normal. Intravenous plasma is utilized 
more efficiently according to this investigation. There 
is evidence that intracellular hemoglobin in transfusion 
of whole blood may be utilized for body protein in the 
severely depleted patient. Thus may be explained the 
slow rise in hemoglobin and hematocrit readings in 
response to blood transfusion. Circulatory overloading 
may occur, but the danger of moderate overtransfusion 
is much less than the hazards of under transfusion. The 
effects of depletion are detected much earlier if the total 
circulating plasma protein and hemoglobin are calcu- 
lated. Because blood and plasma are much more 
efficient as nitrogenous nutrients as compared to protein 
hydrolysates, the increased cost of the former is largely 
offset. BuRNS PLEWES 


Postural Changes in the Circulation of Surgical Pa- 
tients as Studied by a New Method of Recording 
the Arterial Blood Pressure and Pressure Pulse. 
Peterson, L. H., Eather, K. F. and Dripps, R. D.: 
Ann. Surg., 131: 23, 1950. 


Using an intra-arterial catheter of polyvinyl resin 
accurate recordings of arterial pressure were obtained. 
Marked hypotension may follow the return of the patient 
from the lithotomy to the horizontal position. Condi- 
tions of low blood pressure primarily caused by vaso- 
dilation may be greatly helped by elevation of the legs, 
i.¢e., autotransfusion: a more physiologic method than the 
administration of pressor drugs. This method has 
proved of great value in episodes of severe hypotension 
as during operation. The method of introducing the 
catheter and of recording the blood pressure from beat 
to beat is described. BURNS PLEWES 


Continuous Lumbar Sympathetic Block for the Treat- 
ment of Acute Arterial Occlusion and Other Vascu- 
lar Diseases of the Lower Extremity. Ruben, J. E.: 
Ann. Surg., 131; 194, 1950. 


Through a spinal catheter in the epidural space via the 
sacral hiatus, dilute procaine in saline is allowed to drip 
slowly. This is claimed to produce a better sympathetic 
block than any previously described method. Exper- 
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ience in treating various arterial and venous occlusions 
and/or spasm are described. Because smoking increases 
arteriolar spasm, it is prohibited in all cases before 
sympathetic block is prescribed. The patients are kept 
in bed with the affected side down as much as possible. 
The procedure is impracticable in the senile or in the 
presence of incontinence of urine or fxces because co- 
operation of the patient is essential. In cases of acute 
arterial occlusion this method seemed important in saving 
the limb without resort to surgery in two out of ten 
Pain was relieved in cases of postoperative 
thrombophlebitis. Chronic arterial occlusion was af- 
fected by relieving pain quickly, and sometimes post- 
poning or minimizing the amputation necessary. 

BURNS PLEWES 


7ases. 


Obstetrics and Gynecology 


The Age of the Menarche. Wilson, D. C. and Suther- 
land, I.: Brit. M. J., 2: 130, 1949. 


Data concerning the age of the menarche were ob- 
tained from 1,338 girls (604 of whom had not yet 
started their periods), between the ages of 10 and 19, 
attending three secondary schools in Oxford City and 
six in Oxfordshire. These schools cater for children 
from a variety of social and economic environments. (1) 
No differences in the age of onset of menstrual periods 
could be detected between children attending the town 
and country schools. The median age (that at which 
half of the girls had started menstruating) was 13.6 


years. The ages ranged in individuals from 9 to 18 
years. (2) Girls who have not started menstruating are 


considerably shorter and lighter than their fellows of 
the same age whose periods have started. On the other 
hand, there is little difference in the mean heights and 
weights of the latter groups when subdivided according 
to the interval since the menarche. It is concluded that 
there must be a considerable spurt in growth before or 
around the age of menarche. (3) The close relation 
with height and weight means that information on the 
age of menarche is essential for the adequate assessment 
of physical growth in adolescent girls. (4) A small 
number of mothers of a more favoured social group 
were compared with their children in respect of age of 
menarche. There was no apparent tendency for the 
children to start menstruating at an earlier age. (5) 
It is suggested that the negative findings (1) and (4), 
which fail to confirm the work of earlier investigators, 
may arise from the comparable nutritional status before 
or during adolescence, in England, of the groups in- 
volved. (6) There is no evidence that the height and 
weight of girls aged 17 and 18 is in any way related to 
the age at which they first menstruated. 

Ross MITCHELL 


Major Gynecologic Operations in the Patient Over 
Fifty Years of Age. Weed, J. C. and Mighell, J. R.: 
Am. J. Obst. §& Gynec., 59: 305, 1950. 


The surgeon need not be afraid of performing major 
gynecologic operations on patients over 60 years of age, 
as these patients tolerate such operations well and per- 
haps even better than the patient between 50 and 60 
years. The incidence of serious pelvic disease in pa- 
tients over 60 years of age suggests that more radical 
operations should be done at earlier ages, rather than 
palliative medical procedures in these cases. With 
proper preoperative and postoperative care the morbidity 
and mortality in these patients are not greater than in 
younger women. Ross MITCHELL 


A Study of Midpelvic Contractions. Thoms, H. and 
Wyatt, R. H.: Am. J. Obst. §& Gynec., 59: 424, 1950. 


When the midplane transverse diameter is less than 
10.0 em. (group A) without any other midplane shorten- 
ing, we may expect operative delivery in 43.5%. When 
this shortening is combined with anteroposterior shorten- 
ing, this incidence is 53.9%, and when such transverse 
shortening becomes more marked as in group B (less than 


9.6 em.), the incidence of this combination rises to 
63.5%. Accumulated evidence from this and other 
studies shows that even moderate constriction at the 
midpelvis must be viewed with circumspection in every 
labour. Such midplane constriction can only be dis- 
covered and measured accurately by roentgen technique. 
This being so, roentgen pelvimetry of every primigravida 
should become a routine procedure. In these days of 
periodic mass x-ray screening for other diagnostic 
purposes, it does not seem too much to ask that atten- 
tion be directed to giving every woman in her first preg- 
nancy the benefits of pelvic roentgenometry. It should 
be pointed out that one such examination in a woman’s 
lifetime is usually sufficient. Ross MITCHELL 


Emotional Factors in Gynecology. Rogers, F. 8.: Am. 
J. Obst. §& Gyn., 59; 321, 1950. 


Recent psychologic experience has definitely proved 
that gynecologic disorders are often due to emotional 
disturbances. In the absence of organie disease the 
gynecologist must carefully review the patient’s history 
in order properly to evaluate emotional factors related 
to her particular problem. In the series of cases re- 
ported, psychotherapy on the conscious level frequently 
suffices for the cathartic effect to give the patient relief. 
if the conflict is deeply rooted, it is out of the realm 
of the gynecologist and should be referred to the psychi- 
atrist. Even if endocrine disorders are noted, they may 
be secondary to the emotional factors. A great part of 
gynecologic practice is concerned with proper evaluation 
of emotional and organic disturbances. The gynecologist 
must have good insight into the psychic factors which 
alter the function of the female genital organs in order 
to provide his patient with the best of care. 

Ross MITCHELL 


Oral Hormonal Therapy for Menstrual Disorders. 
Swyer, G. I. M.: Brit. M. J., 1; 626, 1950. 


A regimen involving the oral administration of 
estrogen and ethisterone (anhydrohydroxyprogesterone) 
for the treatment of menstrual irregularities has been 
described. Encouraging results have been obtained in 
vases of irregular prolonged and excessive uterine bleed- 
ing, using stilbestrol for the immediate control of bleed- 
ing and proceeding to treatment designed to regulate the 
cycles and re-establish ovulation. Moderate success was 
achieved in cases of oligomenorrhea and regular ano- 
vular cycles; the treatment has had little value in cases 
of regular menorrhagia (for which the antimenorrhagic 
factor—‘‘glandules’’ Armour—proved useful) and of 
long-standing secondary amenorrhea. The treatment ap- 
peared to be responsible for the re-establishment of 
ovulation in at least 15 out of 30 patients (not including 
cases of secondary amenorrhea and menopausal menor- 
rhagia) in whom failure of ovulation had been presumed 
or proved. Pregnancy occurred in six patients. In- 
tolerance to stilbestrol was encountered in only seven out 
of 46 patients to whom it was given. 

Ross MITCHELL 


Significance of Hemoglobin Level in the Puerperium: 
Its Relation to Birth Weight and Production of 
Breast Milk. Dean, R. F. A.: Brit. M. J., 1: 567, 
1950. 


The results of the analysis of about 1,500 hemoglobin 
estimations made on women seven days after delivery 
in Wuppertal, Germany, in 1946, indicated that there 
was no correlation between the hemoglobin level and the 
yield of breast milk on the fifth day after delivery; that 
post-partum hemorrhage did not affect the yield of 
milk on the fifth day; that the hemoglobin level bore 
no relation to the size of the child at birth; that multi- 
parous mothers and those with female children had a 
slightly higher hemoglobin level than primiparous 
mothers and those with male children; and that the 
hemoglobin level did not vary with the age of the 
mother. Ross MITCHELL 
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Fetal Loss in Breech Presentation: Primigravide and 
Multipare Compared. Redman, T. F.: Brit. M. J., 
1: 814, 1950. 


Published figures do not support the general im- 
pression that breech presentation is a less serious 
matter in a multigravida than in a primigravida when 
delivered under good hospital conditions. A series of 
243 consecutive breech deliveries and extractions per- 
formed in St. Mary’s Hospitals, Manchester, was 
analyzed to make a comparison between the results 
obtained in multigravide and those in primigravide, 
and to study the factors involved in the fetal loss. 
The factors found to be concerned in the fetal loss 
were prolapsed cord, disproportion at the brim (con- 
tracted brim or large baby), delivery without an at- 
tendant, and soft-tissue dystocia, The factors referred 
to operate more often in multigravide than in primi- 
gravide, with the exception of the resistance of the 
maternal soft parts. This explains the fact that both 
in this series and in the literature the fetal mortalities 
in the two groups are roughly similar, for the fetal 
losses due to resistance of maternal soft parts should 
be reduced to a very low figure by competent ob- 
stetricians. 

Multigravide with breech presentations should re- 
ceive just as much obstetrical care as primigravide. 
Version (if favoured by a particular obstetrician) is 
at least as strongly indicated in the one as in the 
other. The pelvis should be carefully estimated in 
both, and all breech presentations should be delivered 
in hospital under responsible supervision. 

Ross MITCHELL 


Pregnancy and Diabetes. Given, W. P., Douglas, R. G. 
and Tolstoi, E.: Am. J. Obst. & Gynec., 59: 729, 1950. 
The clinical technique for the treatment of diabetes 

may be applied to the management of the pregnant 

diabetic. There is no evidence that hyperglycemia, a 

usual concomitant of this method, is a contributory 

factor to (a) the large infant, (b) the greater incidence 

of toxemia, (c) the episodes of keto-acidosis, and (d) 

the infant mortality. The pregnant diabetic requires 

rigid supervision by both obstetrician and internist 
and immediate hospitalization is advised for acidosis, 
infection and toxemia. Routine hospitalization at the 
thirty-fourth week for complete evaluation and decision 
as to the time and mode of delivery is recommended. 

Intrauterine death of the fetus is most often as- 
sociated with toxemia and keto-acidosis. Premature de- 
livery, for the patients with toxemia and those sub- 
ject to keto-acidosis is recommended. Delivery should 
be accomplished by induction and vaginal delivery 
when possible. Should induction fail, or labour become 
desultory and prolonged, Cesarean section is advised. 
Recent advances in pediatric care have reduced the 
neonatal mortality and infant survival is possible even 
when delivery is effected as early as the thirty-second 
week. The excessive-sized infant presents a special 
problem in that accurate estimation of the weight of 
such infants is subject to more than the usual error. 
The tendency to underestimate the weight of these 
infants may be influenced further by anterior ab- 
dominal wall edema and an unknown amount of 
amniotic fluid. Impaction of the shoulders is a major 
complication in delivery. Cesarean section is recom- 
mended for infants estimated to weigh more than 
4,500 grams. 

Water retention in the infant, as evidenced by a 
halo sign on x-ray, is an indication for immediate 
delivery, provided the infant is alive. Hospitalization 
and premature delivery in the complicated case will 
reduce materially the infant mortality. 

Ross MITCHELL 


Intravenous Pituitary Extract in Labour with Data 
on Patterns of Uterine Contractility. Hellman, L. 
M., Harris, J. 8S. and Reynolds, 8S. R. M.: Am. J. 
Obst. & Gynec., 59: 41, 1950. 

The action of high dilution pituitary extract ad- 
ministration by intravenous drip has been studied from 
the standpoint of its effect on uterine contractility 





patterns and as a method of treating secondary uterine 
inertia. In contrast to the intramuscular method, the 
same dose given by continuous intravenous method 
gives better tokodynamometric patterns with a far 
more physiological increase in work gradient. The 
intravenous method offers more controllability than the 
intermittent intramuscular route. Sixty cases with 
uterine inertia were treated by the intravenous tech- 
nique using % minim diluted in 50 e.c. of 5% glucose 
in the first half hour and 100 e¢.c. of the same mixture 
thereafter. The failure rate was 11% with a total 
infant mortality of 3.3%. <A reduction of the initial 
dosage to 4 minim per half hour is recommended. 
Ross MITCHELL 


Postabortal Infection with Clostridium Welchii: Re- 
port of Two Cases, with Special Reference to 
Oliguria and to Penicillum Treatment. Bigby, M. 
A. M. and Jones, F. A.: J. Obst. & Gynzxe. Brit. Emp., 
56: 636, 1949. 


In the treatment of infection due to Cl. Welchii at- 
tempts have to be made not only to destroy the invading 
organisms but also to treat the toxemia, which is asso- 
ciated with profound collapse, the anemia resulting from 
hemolysis and the renal failure which frequently oce- 
curs. In combating the infection, chemotherapy with 
penicillin offers considerable hope of success. Here 
again treatment should be started early, as soon as 
the infection is suspected, and the dosage must be 
adequate. The sensitivity in vitro of Cl. Welchii to peni- 
cillin is usually 0.016 to 0.8 units per ml. (Florey et al., 
1949) and a dose to cover these levels in subjects with 
normally functioning kidneys is in the nature of 100,000 
units 3-hourly (Ross, 1946). The Cl. Welchii isolated 
from the blood of the second patient was sensitive to 
0.02 units per ml. of penicillin. The dosage of penicillin 
required will also depend upon the urine output, as pa- 
tients with oliguria develop a very high concentration of 
penicillin in their b%ood. P. J. KEARNS 


Pathology 


Apical Pneumonic Scars. 
Path., 48: 377, 1949. 


The pulmonary apices were examined microscopically 
in a series of 40 autopsies, with the discovery of 17 
scars. Of these, two scars were definitely tuberculous, 
and another showed nodular silicosis. The remaining 14 
sears formed a homogeneous group in which the lesions 
had the characteristics of an organized pneumonia. The 
author thought that tuberculosis could be ruled out as 
the cause of these lesions. Because the amount of 
demonstrable silica was parallel to the amount of 
anthracotic pigment, and a lack of correspondence be- 
tween the concentration of silica and the amount of 
scarring, silicosis was also ruled out. Acute and chronic 
infarction as well as pulmonary collapse were eliminated 
as causes of the scars for morphological reasons. The 
conclusion is reached that ‘‘The common type of apical 
sear, in which the alveolar patern remains intact, is the 
result of an organized pneumonia which in ‘most cases 
is not tuberculous’’. DouGLas WAUGH 


MacMillan, H. A.: Arch. 


Acute Csophagitis in Infants. Gruenwald, P. and 
Marsh, M. R.: Arch. Path., 49: 1, 1950. 


This investigation of esophagitis in infancy is based 
on 52 cases found in a series of 310 autopsies: 33 were 
infants less than two weeks old, the remainder (except 
one of eight months) being under six months. A tenta- 
tive diagnosis of esophagitis was often made at autopsy, 
in the presence of mucosal hyperemia, surface dullness 
or ulceration. For confirmation, microscopic demonstra- 
stration of polymorphonuclear infiltration was required. 
Marked superficial hyperemia or congestion was com- 
monly present in these cases and was also observed in 
other cases which lacked polymorphonuclear infiltration. 
Possibly this represented early esophagitis. The com- 
monest site of lesions was just above the cardia. 
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It is emphasized that more than one cause may operate 
in the production of e@sophagitis. Review of the new- 
born infants, which may be influenced by obstetric 
factors, reveals that obstetric complications and as- 
phyxia were very common, and may therefore have pre- 
disposed to esophagitis. Other possible contributory 
causes were shock, following perhaps asphyxia or de- 
hydration, and erythroblastosis, with kernicterus. The 
frequent invasion by yarious bacteria and fungi is 
believed to have been a secondary occurrence. Re- 
gurgitation of gastric juice is considered a possible 
causal agent, in view of the common site of lesions, the 
frequently observed dilatation of the esophagus, and 
the frequency of vomiting in the cases studied. How- 
ever, vomiting and dilatation may be results, not causes, 
of wsophagitis. Delayed passage of food is considered 
possibly relevant. Other authors suggest that a 
disturbed vomiting mechanism produces lacerations. 
The clinical significance of @sophagitis in infants may 
be negligible, but sometimes there may be serious, or 
even fatal, complications such as hemorrhage, perfora- 
tion or infection. (Esophagitis should, if possible, be 
diagnosed during life, not only because local treatment 
may be desirable, but because an underlying condition 
of shock may then be suspected, and treated. 

Doris J. H. BRECHIN 
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Dr. H. P. Barnhill of Port Elgin, died early in June; 
his death removed another of the real rural doctors 
from the New Brunswick Register. Dr. Barnhill was 
sixty-six years of age and had practised in Bayfield 
and Port Elgin for thirty-five years. He graduated 
from the Dalhousie Medical School and received the 
L.R.C.P.(Lond.). Dr. Barnhill was a Mason and 
Rotarian. He was jealous of the privilege of serving 
his community and assiduous in providing the best 
type of medical care for his widely dispersed patients. 
In covering his large district he was happy to overlook 
his own desires and fatigue as long as his patients 
were provided comfort and healing in their distress. 
He is survived by his widow and two sons—one of 
whom is Dr. E. W. Barnhill of Sackville. 





Dr. Bruce C. Colquette died suddenly at Brantford 
on May 20, at the age of 43. Born in Golden, B.C., he 
attended the University of British Columbia before 
coming to Toronto in 1926. Dr. Colquette was a gradu- 
ate in medicine from the University of Toronto in 
1941. He served as a medical officer at Camp Borden 
until December, 1945. Until recently, he had prac- 
tised in Alliston. He leaves, besides his widow, a son 
and a daughter. 





Dr. C. L. Emerson died suddenly at his home in 
Saint John on June 15. He was born in Saint John, 
in 1895. His preliminary education in the public 
schools of his native city was followed by a B.A. 
degree from the University of New Brunswick and 
his medical degree was received from McGill in 1921. 
He was a fellow of the American College of Surgeons 
and a certified specialist in surgery of the Royal 
College of Canada, He served on the surgical staff of 
the Saint John General Hospital from 1923 to 1949. 
At the time of his resignation from the Hospital 
Service he was chief of the surgical service. For 
20 years he was coroner for the city and county of 
Saint John and was physician to several city and 
county institutions. He was a 32nd degree Mason. 
By many authorities Dr. Emerson was considered out- 
standing in his capacity as a coroner. His court was 
an example of efficiency and dignity. He*possessed a 
quality of silence. His opinions were firmly held and 


in his several offices he was always willing to smooth 
the path of those in difficulty. 





Dr. Omer G. Hague of Winnipeg and St. Vidal died 
in Royal Victoria Hospital, Barrie, Ont., on June 10. 
When his home in St. Vital was flooded he waded chest- 
deep into the water to rescue his St. Bernard dog and 
contracted pneumonia. With his wife he went to Ontario 
and they were on their way home when he collapsed on 
the train. He was born in Toronto and graduated in 
Medicine from the University of Toronto. He received 
a diploma of Radiology in 1925, having worked under 
the late Dr. Gordon Richards. He came to Winnipeg in 
1928 and had practised radiology. He was a Fellow 
of the Royal College of Physicians and Surgeons, a 
member of Windsor Lodge, A.F. & A.M., the Scottish 
Rite and Khartum Temple of The Shrine, and the 
Kiwanis Club. He was a member of St. Luke’s Church. 
He is survived by his widow. Burial was in St. James 
Cemetery, Toronto. 





Dr. C. P. (Pat) Holden died in Fredericton, June 14. 
Dr. Holden was born in Saint John in 1879, graduated 
in Medicine from McGill in 1906. Following postgradu- 
ate work in Edinburgh, he practised for a time in 
Minnesota. Then began a practice in Fredericton, as- 
sociated with Dr. A. B. Atherton. His practice in 
Fredericton lasted more than forty years. He was 
always a doctor’s doctor, kindly, sympathetic, firm in 
judgment and decision, and a supporter of all good 
things in his community. For many years he suffered 
with a severe arthritis—yet his smile was always ready 
for his patients and friends. During his lifetime in 
medicine in Fredericton much that was new developed; 
yet he brought forward much that was good from old 
times—particularly the finest qualities of a great gentle- 
man. He was a son of Dr. Charles Holden and leaves 
besides his widow and daughter, a son, Dr. C. P. Holden, 
now practising in Fredericton. 








Dr. E. Ralph Hooper, aged 78, died on June 13, in 
Oakville, Ont. Born at Arthur, Dr. Hooper graduated 
from the University of Toronto in medicine in 1898 and 
practised in Toronto for 25 years. At that time he was 
also a demonstrator in anatomy on the staff of the uni- 
versity. Dr. Hooper, with his wife and daughter, went 
to Ethiopia as a medical missionary with the Soudan 
Interior Mission and was in charge of the Presbyterian 
hospital and leper colony at Addis-Ababa. He was also 
physician to Haile Selassie, emperor of Ethiopia. He 
was appointed head of No. 4 Red Cross unit there at the 
outbreak of the Ethiopian-Italian war. Dr. Hooper be- 
came dean of the London, Ont. Bible Institute on his 
return to this country and was also on the board of 
directors of the Keswick conference and a leader during 
summer sessions. He was a member of Central Baptist 
church, London. Predeceased by his wife last August, 
Dr. Hooper is survived by his daughter and two sons. 





Dr. George Arthur Howson died on June 7 at his 
home in Peterborough. He had been ill since last 
fall. Dr. Howson had been associated with the 
Peterborough Clinie since 1925. He graduated from 
Queen’s University in 1915 and served overseas with 
the Medical Corps in World War I. Holding the rank 
of major, he served in Europe and in India, Surviving 
are his widow and one daughter. 





Dr. Keith Ogilvie Hutchison, M.D., C.M., F.A.C.S., 
E.D., died on June 28 at his residence in Montreal, 
after a lengthy illness. He was in his 55th year. Born 
in Montreal on October 1, 1895, Dr. Hutchison graduated 
from the Montreal High School and was at MeGill Uni- 
versity when the First World War broke out. He en- 
listed with the McGill General Hospital of the Canadian 
Army Medical Corps and served with this unit in England 
and France. He received his degree in medicine at 
McGill in 1921. While at the University he became 
president of the Alpha Delta Phi fraternity. He 
specialized in the ear, nose and throat field and, after 
leaving McGill, did postgraduate work abroad. At the 
conclusion of his postgraduate studies, he received an 
appointment to the staff of the Royal Victoria Hospital 
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and another as lecturer in the faculty of medicine at 


McGill. For several years he held the post of laryng- 
ologist-in-chief of the Children’s Memorial Hospital. 
Dr. Hutchison had also served as consultant to the 
Canadian National Railways, the Steel Co. of Canada, 
R.C.A. Victor Co. and the Alexandra Hospital. For 
some years following the First World War he served as 
medical officer of The Black Watch (R.H.R.) of Canada, 
retiring with the rank of captain. Early in the Second 
World War he returned to the active strength of his 
regiment as a medical officer and eventually retired with 
the rank of major. He was awarded the Efficiency 
Decoration for his military services. From 1939 to 1945 
he was also consultant to the Department of Veterans’ 
Affairs for the Montreal District. In 1946 he was ap- 
pointed assistant professor of oto-laryngology at McGill. 

Dr. Hutchison had always taken a keen interest in the 
social life of the community, and throughout the years 
of the Second World War had served as the president 
of the St. Andrew’s Society of Montreal. He was also 
president of the Westmount Municipal Association. He 
was a Fellow of the American College of Surgeons and 
an elder of the Church of St. Andrew and St.Paul. A 
life member of the M.A.A.A., Dr. Hutchison was also 
a member of the University, Royal Montreal Curling, 
Royal Montreal Golf, Royal St. Lawrence Yacht, Kana- 
waki Golf and United Services Clubs. He was also a 
charter member of the old Cliffside Badminton and 
Squash Club and the Hunt Club, and was honorary vice- 
president of the 73rd Battalion Association. His widow 
survives, with four sons. 





Dr. Benjamin Kilbourn, aged 86, died at his home, 
46 Heath St. W., Toronto, on June 19. He had been 
an invalid for some time. Dr. Kilbourn practiced 
medicine for many years at his birthplace, Parkhill, 
and afterward for a short period in West Toronto. He 
was a member of Timothy Eaton Memorial Church and 
a graduate of Arts and Medicine at University of 
Toronto. His wife died last November. He leaves 
two daughters and one son. 





Dr. Alexander Cochrane Lang, aged 30, died on 
May 24 in the Vancouver General Hospital after a 
three-month illness. Born in Victoria, Dr. Lang gradu- 
ated from the University of British Columbia in 1940, 
with a B.A. degree. He took his doctor’s degree at 
McGill University three years after leaving U.B.C. 
During the Second World War he was a captain with 
the Royal Canadian Medical Corps. He served in New- 
- foundland and volunteered for service in the Pacific. 
After the war he did postgraduate work at the Chil- 
dren’s Memorial Hospital in Montreal and Johns 
Hopkins Hospital at Baltimore. In 1949 he returned 
to Vancouver and practised with Dr. R. P. Kinsman. 
He leaves his widow and a seven-weeks-old daughter. 





Dr. John George MacDougall, aged 81, died in hospital 
at Halifax on June 21. He had been in ill health for 
some time. For many years professor of surgery at 
Dalhousie University, Dr. MacDougall at various times 
was vice-president of the American College of Surgeons, 
vice-president of the Medical Council of Canada, presi- 
dent of the Provincial Medical Board of Nova Scotia and 
a member of the board of governors of Dalhousie Uni- 
versity. Born at Blue Mountain, Pictou County, March 
3, 1869, Dr. MacDougall in 1893 entered McGill Uni- 
versity Medical School and graduated in 1897, winning 
the Holmes gold medal for highest standing. Until 1914 
he engaged in general practice in Amherst and then 
came to Halifax to specialize in surgery. For many 
years he served on the surgical staffs of the Victoria 
General Hospital and the Halifax Infirmary and follow- 
ing his retirement from active surgery, remained on the 
surgical consulting staffs of these hospitals. 

In 1915 he was appointed professor of surgery and 
clinical surgery at Dalhousie and later was professor of 
didactic surgery and examiner in clinical surgery at the 
university. He is survived by a sister. 


(Appreciative notice will appear next month.) 
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Dr. Hamish Heney McIntosh, aged 71, died on June 
8 in Vancouver. He was born in Ontario and took 
his degree at McGill University; continued post- 
graduate work at Edinburgh University and took his 
first position as surgeon aboard C.P.R. ships. On first 
coming to Vancouver in 1907, he was medical super- 
intendent of Vancouver General Hospital until 1909, 
when he took radiology work in Chicago. From 1909 
until 1930 he was radiologist with the Vancouver Gen- 
eral Hospital and later was made consultant, which 
position he held until his death. He served overseas 
in the First World War as major with the R.C.M.C. 
He leaves his widow and one sister. 





Dr. James Summerled Macleod, who had been in 
general practice in Medicine Hat, Alta., since 1913, 
died on April 17, 1950, at the age of 64, in Victoria, 
B.C. He was born in Charlottetown, P.E.I., where 
he took his preliminary education, and graduated in 
medicine from McGill University in 1912. He was 
familiarly known to everyone as ‘‘Nibs’’. During his 
college vacations, he drove a four-in-hand coach for 
Brewster’s at Banff, and many are the interesting 
tales which he could tell of his experiences with the 
tourists. He was a constant member of the McGill 
track team as a sprinter and he played class hockey. 
Throughout his course and subsequently, he was always 
the wit of the party, and his jovial remarks were a 
continual source of much merriment. 

After graduation, he interned for one year at 
Massachusetts General Hospital at Boston, and in 
1913, settled in Medicine Hat, Alberta, which was then 
a boom town. Dr. Macleod soon joined in partnership 
with Dr. Harold Orr, now of Edmonton. He was an 
excellent reader and well-qualified medical man and 
soon became well-known in the community as a medi- 
cal man and public speaker. He was appointed medical 
health officer for the city of Medicine Hat in 1918, 
and was Superintendent of the General Hospital for 
many years. He and Mrs. Macleod were keenly in- 
terested in Boy Scout work, as their two sons grew up. 

In his latter years, the doctor had failing health, 
but even then, in conversation, he could always see 
the silver lining in the darkest cloud. On leaving 
Medicine Hat in the summer of 1948, after a severe 
cardio-renal disturbance, he retired to the West Coast, 
and was sadly missed by many a true friend in the 
community. He leaves to mourn his loss, his widow, 
and two sons, 





Dr. R. S. McMunn, aged 79, died in Winnipeg Gen- 
eral Hospital, June 7. Born in Perth, Ont., Dr. McMunn 
came to Winnipeg with his parents when he was six-years 
old. He graduated from Manitoba College with an M.A. 
degree. Later he graduated from Manitoba Medical Col- 
lege in 1901, following which he was ship’s doctor on 
runs between Vancouver and Sydney, Australia for two 
years. Returning to Winnipeg he practised here until 
his retirement in 1927. Dr. MeMunn was active in sports 
when a young man and participated in football, hockey 
and lacrosse. In later years he became a very enthusi- 
astic curler and was given a life membership in the 
Granite Curling Club. Dr. MeMunn was always inter- 
ested in education and served on the Winnipeg School 
Board for a number of years. 


Dr. Gwendolyn Mulock, aged 46, a medical prac- 
titioner in Toronto for some years, died June 3 at the 
Women’s College Hospital, where she long had been a 
member of the staff and a patient for three years. Suf- 
fering from a progressive paralysis, Dr. Mulock carried 
on her practice as long as possible and then turned to 
lecturing in health at the University of Toronto. She 
also broadeast regularly on this subject and continued 
to do so long after she had lost the ability to walk and 
had to be taken to the broadcasting station. Her 
tenacity and ability to carry on won the respect and 
esteem of all who knew her. Dr. Mulock had been active 
in social work and was medical consultant for the Chil- 
dren’s Aid Society. She was a member of the Diocesan 
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Council for Social Service and was organizer of the 
Canadian Malvern Conference in 1943. Born in St. 
Catharines, she was the daughter of the late Dr. M. J. 
Mulock. She graduated from the University of Toronto 
with the doctor of medicine degree in 1927 and assumed 
her father’s practice in St. Catharines. Following post- 
graduate work at London, Dr. Mulock came to Toronto 
in 1934 and established a practice here. 





Dr. M. A. Oulton died in the Saint John General 
Hospital, June 26, aged 74 years. Born at Pointe de 
Bute, he received his B.A. and M.A. from the University 
of New Brunswick and his medical degree from McGill in 
1907. He saw service in the C.A.M.C. in the first world 
war. He represented Westmoreland County in the N.B. 
Legislature and served as medical officer for the New 
Brunswick Workmen’s Compensation Board. He was a 
Scottish Rite Mason—a Past Grand Master of the 
Orange Order; a Rotarian and a Shriner. He is survived 
by his second wife. 





Dr. Alfred Cookman Paintin died on October 8, 
1949, in Cowansville, Quebec. He was born in Holland, 
Vermont, in 1872. After attending Mansonville and 
Sutton model schools, he received his diploma from 
McGill. He was principal of the Mansonville School 
from 1894 to 1896. In 1900 he graduated in medicine 
from McGill. The same year he opened an office in 
Mansonville and practised until 1908, then moving to 
Regina for one year. He continued his practice in 
Knowlton until 1928, and then moved to Cowansville 
where he practiced until 1948. 





Dr. Bennytine G. Parker, died in Sarnia on June 1 
at the age of 67. Born in Point Edward, Dr. Parker 
practised for a time from his farm in the 6th line of 
Plympton, before moving to Bright’s Grove in 1921, 
where he had resided since. His widow survives. 





Dr. Herbert W. Riggs, aged 77, died suddenly in 
Vancouver on June 4. Dr. Riggs came to Vancouver 
about 50 years ago and had been continuously in medi- 
cal practice here up to a few days before his death. 
He was prominent in Y.M.C.A. work and for the last 
10 years had presided twice a month at a luncheon 
discussion group which usually met at Hotel Georgia. 
These meetings were held in collaboration with the 
Canadian Institute of International Affairs. He leaves 
his widow, two daughters and five grandchildren. 





Dr. T. M. Robinson, aged 90, died on June 16 at 
his home in St. Jacobs, Ontario. He graduated from 
Trinity Medical College, Toronto, and came to St. 
Jacobs in 1889. 





Dr. Keith F. Rogers, aged 63, died on June 2 in 
London, Ontario. Born at Yarmouth, Nova Scotia, he 
served in World War I and was a graduate of McGill 
University. He is survived by his widow, a son and 
a daughter. 





Dr. Robert L. Stewart, aged 86, died at Wingham, 
Ontario, on May 30 after a lengthy illness. Dr. 
Stewart had practised in the vicinity for 37 years and 
graduated from Queen’s in 1907. Born at Bluevale, 
he spent his boyhood days there and his early school- 
ing at Collingwood. Prior to entering medical school, 
Dr. Stewart taught school in several local township 
schools and later high schools at Goderich, Lucan and 
Alexandria. Surviving besides his widow, is one son. 





Dr. Benjamin A. Victor, long a leader in community 
and cultural interests in north Winnipeg, died on June 
6 at the age of 58. Born in Szlabin, Russia, he came 
to Canada in 1911. Graduating from Manitoba Medi- 
cal College in 1919, he practised for fouy years in 
Veregin, Sask., then took postgraduate work in Eng- 
land. He returned to Winnipeg in 1924 and there 
practised until his death. He was a founder of the 
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Peretz School a National Vice-president of the United 
Jewish Peoples Order, and was actively associated 
with the Jewish Old Folks Home, the Jewish Orphan- 
age and Mount Carmel Clinic. He was on the Medical 
Staff of St. Joseph’s Hospital. He is survived by his 
widow, and two sons. 





Dr. Charles Harvey Vrooman, aged 74, who organ- 
ized Tranquille Sanitarium in 1909, died suddenly in 
Vancouver General Hospital, June 10. An authority on 
tuberculosis, Dr. Vrooman took his medical degree at the 
University of Manitoba in 1901. He was born in 
Mitchell, Ontario. Dr. Vrooman left Tranquille in 1919 
when the provincial government took over. He estab- 
lished the Rotary Clinic in Vancouver for tuberculosis 
patients. Previous to 1928 when he went into private 
practice he was with the Vancouver General Hospital. 
At his death he was chief consultant on silicosis for the 
Workmen’s Compensation Board. He leaves his widow, 
one son and two daughters. 


NEWS ITEMS 
Alberta 


Dr. Thomas A. Richardson has become associated with 
Dr. Gordon Townsend of Calgary. Dr. Richardson is 
limiting his practice to orthopedic surgery. 





Dr. J. E. Musgrove formerly of Winnipeg and Edmon- 
ton has taken up practice in New Mexico. 





Dr. C. B. Rich of Edmonton is doing postgraduate 
work in cardiology in Boston and will be returning in 
September. 





The annual meeting of the Alberta Medical Associa- 
tion is being held in Calgary. A fine program has been 
arranged. It is expected that the highest attendance 
will be recorded at this very important assemby. 





Dr. Winston Duggan has returned from New Orleans 
following his postgraduate course and has commenced 
practice in Edmonton. Dr. Duggan is an Alberta gradu- 
ate and is specializing in Eye Diseases. 





Dr. N. Leith, a graduate of the University of Alberta 
has commenced practice in Edmonton. Dr. Leith is 
doing a general practice following his postgraduate work 
in the Edmonton hospitals. 





Dr. J. A. O’Brien is associated with Dr. M. Sereda in 
general practice in Edmonton. Dr. O’Brien took his 
postgraduate work in Edmonton following his gradua- 
tion from the University of Alberta. 





Dr. W. C. MacKenzie and Dr. K. Thompson attended 
the annual meeting in Halifax where they took part in 
the program. 





A goodly number of the younger medical men of 
Alberta are preparing themselves for the forthcoming 
examinations by the Royal College of Physicians and 
Surgeons, either for the Fellowship or the Specialist’s 
Certificate. A fine number are taking advantage of the 
excellent postgraduate training being given in England 
and Scotland since the war. The English way of teach- 
ing has many merits not observed elsewhere, there is that 
conservativism which is so essential in early training. 





Dr. John Sturdy, Pathologist, has joined the Staff 
of St. Pauls Hospital in Vancouver. Dr. Sturdy was 
Director of Pathology at the Royal Alexandra hospital in 
Edmonton. W. CARLETON WHITESIDE 
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British Columbia 


Several important conventions have been held in Van- 
couver during June, not the least important being that 
of the Canadian Registered Nurses’ Association, which 
has been occupying the last week of the month. There 
was a large attendance from all over Canada, with many 
delegates from the United States and elsewhere, and the 
reports of the meetings in the press make very interest- 
ing reading. 

It is not, of course, fair to judge from reports of 
this kind but one seems to see a trend, in the minds of 
the leaders of nursing, away from bedside nursing as the 
main work of the nurse, to a position which is more one 
of health nursing, social service nursing, and the like. 
Much emphasis seems to be laid on shortening the time 
spent by the nurse-in-training in the wards, by the pa- 
tient’s bedside—in favour of a more academic course. 
One can only hope that this is a mistaken impression on 
our part. 





The College of Physicians and Surgeons of B.C. has 
authorized the building of the new Academy of Medicine, 
which will be erected on the corner of Tenth Avenue and 
Burrard St. It will be a two-storey building, and will 
house the offices of the B.C. and Vancouver Medical 
Associations, and be the headquarters of the College. It 
will also house the Library of the Vancouver Medical 
Association. There will be committee rooms, and an 
office for the Bulletin, the Association’s journal. The 
building will cost about $120,000. It is planned at a 
later date to build an auditorium on adjacent property 
belonging to the Association. 





Another important convention, the eighth annual con- 
vention of the Canadian Association for Health, Physical 
Education and Recreation, was held during June, its 
headquarters being Brock Hall, at the University of 
British Columbia. There were some 200 delegates at the 
meeting. Their program included a very colourful 
‘¢Tnternational Night’’, where teams of some 12 dif- 
ferent nationalities, all dressed in their national costumes, 
gave songs and dances derived from their respective 
national traditions. 

An attempt is to be made to secure provincial registra- 
tion for all professionals in physical education and allied 
fields. 





A very welcome visitor to British Columbia during the 
last month was the Hon. Paul Martin, Federal Minister 
of National Health and Welfare. He had an extremely 
busy time of it. He opened the Twelfth Biennial 
national Conference on Social Work, at which some 
thousand delegates attended, and the attention of the 
gathering was given to several very vital problems, in- 
cluding unemployment, gangsterism, housing and so on. 
Labour, industry and social workers met in discussions 
on these and allied matters. Mr. Martin gave an address 
on ‘‘Canada’s Plan for Social Welfare’’. 





Mr. Martin was the guest speaker at a joint luncheon 
meeting held by the Greater Vancouver Health League 
and the Vancouver Medical Association at the Hotel 
Georgia. He spoke on the advances in Public Health 
Work during the past fifty years. 





Hospital construction grants of $44,000 have been 
awarded to the Creston Valley Hospital, which will pro- 
vide a 40-bed hospital. Under the same federal plan of 
aid to hospital construction, the sum of $30,000 has been 
allotted to the Western Society for Physical Rehabilita- 
tion at Vancouver. On his trip to the Coast, the Hon. 
Paul Martin visited this latter project, which is doing 
such good work in the rehabilitation of paralyzed and 
spastic patients. 





Dr. A. M. Evans, medical director of the B.C. Cancer 
Institute at Vancouver, flew to Europe recently to at- 
tend international conferences on cancer research and 
treatment. 


He will be in Paris from July 16 to 21, at 
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a congress of workers in cancer research, and will go 
from Paris to London to attend the sixth International 
Congress of Radiology. 





Dr. L. H. Appleby, Senior Staff Surgeon of St. Paul’s 
Hospital in~Vancouver, has returned from England, 
where on May 17 he delivered the address in Surgery 
before the Royal Society of Medicine, at its headquarters 
at No. 1 Wimpole Street in London. This address was 
given by request from the Society, and marks the first 
time a Canadian surgeon has been accorded this honour. 
The subject of Dr. Appleby’s address was ‘‘ Protocyst- 
ectomy for cancer of the rectum’’. 





Dr. E. W. H. Best, medical health officer of the North 
Okanagan Health Unit for several years, has resigned 
his position to accept another appointment with the 
Provincial Department of Health at Victoria. He will 
be succeeded by Dr. Harry Kennedy. 





A complete system of x-ray inspection, to detect 
tuberculosis in its early and unsuspected stages, is gradu- 
ally being installed in all main hospitals and health 
centres throughout the Province; 31 machines have been 
ordered, and 25 of these have already been installed. Six 
are operating in Vancouver, and all the main towns have 
had them installed in their hospitals. They will be used 
to check all patients entering hospitals, and will serve 
the community in other ways. These machines have been 
brought through Federal Government Health Grants, 
and will be operated by hospital staffs. 





Hon. W. T. Straith, Provincial Secretary of British 
British Columbia, recently announced the early establish- 
ment of a children’s observation and treatment centre 
to combat juvenile delinquency in its early stages. The 
plan which has been put forward by the B.C. Mental 
Health Service is now under the careful consideration 
of the Department. It is also hoped to establish out- 
patient centres in the larger cities, where people present- 
ing early signs of mental disease may go for examina- 
tion and treatment of an ambulatory nature. Mr. 
Straith stressed the fact that the modern attitudé 
towards mental disease is becoming more and more one 
of prevention and early treatment. The new Crease 
Clinie at Essondale is a concrete example of this. 

J. H. MAcDERMOT 


Manitoba 


The corner stone of the new 26-bed hospital at 
Hamiota was laid on June 7 by Dr. E. D. Hudson and 
his son Dr. E. J. Hudson. The municipalities which 
make up the new hospital district are Kenton, Blan- 
shard, Miniota and Hamiota. Three generations of 
Hudsons were present at the ceremony: Dr. E. D., Dr. 
E. J. and Bobbie. 





Dr. C. D. Lees of Winnipeg arrived at Oak River 
June 3 to take up practice as municipal doctor for 
the rural municipality of Blanshard. He succeeds Dr. 
S. J. Bjornson who left Iceland 46 years ago. He and 
his wife plan to return to Iceland for a year before 
coming back to Manitoba. Dr. Bjornson has prac- 
tised at Arborg, Ashern and for the past 18 months 
at Oak River. 





Dr. John Seatliff of Baldur has submitted his resig- 
nation as municipal doctor for the rural municipality 
of Argyle. He will leave in September for the Uni- 
versity of Toronto where he will take the D.P.H. 
degree. Later he intends to join the health services 
of Manitoba. 





The council of the municipality of Argyle has made 
the municipality a part of the Killarney Diagnostic 
Unit. 





A quonset type of outpost hospital building costing 
$75,000 was opened on June 15 at Fisher Branch, Man. 
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The cost of construction is shared by the Manitoba 
government, the Fisher Branch community and the 
Red Cross Society, Manitoba Division. Operations and 
maintenance are the responsibility of the Red Cross. 
The hospital includes living quarters for the nursing 
staff. The physician in charge is Dr. G. W. D. 
Steenson. 





Dr. T. L. Fisher, Secretary-Treasurer of the Cana- 
dian Medical Protective Association, Ottawa, ad- 
dressed the Society on April 28 on ‘‘ Medico-Legal 
Problems of Importance to the Local Profession’’. Dr. 
A. A. Earn read a paper on ‘‘The Placental Circula- 
tions—An Investigation and Recent Views’’. 

At the annual meeting of the Society, postponed to 
June 9 because of the recent flood, the following 
officers were elected: President—Dr. K. R. Trueman; 
Vice-president—Dr. 8. A. Boyd; Secretary—Dr. M. M. 
Brown; Treasurer—Dr. Marjorie R. Bennett; Trustee 
—Dr. L. R. Coke. Dr. T. E. Holland, retiring Presi- 
dent, gave an address, ‘‘Rehabilitation of the Dis- 
abled’’. 








The Red River flood in May threw a very heavy burden 
on Manitoba Red Cross. For a time the fate of the new 
building on Osborne Street, Winnipeg, was in question, 
and plans were made for the blood transfusion service 
to be moved to the Winnipeg General Hospital in the 
event of the building having to be vacated. Fortunately 
this was not*necessary. Blood donor clinics were con- 
tinued up to May 10 but owing to the marked dislocation 
of ordinary life in the city, it was then decided not to 
continue the clinics and to ask Vancouver, Calgary and 
Edmonton depots to supply blood. Later Hamilton 
depot was requested to help. From May 16 to June 6 
a total of 729 bottles of blood was sent by these four 
depots. In spite of elective surgery not being done dur- 
ing the critical weeks, the demand for blood never fell 
below 50% of the usual consumption. Even in the week 
of May 25 to 31 when the demand was lowest, the 
weekly figure reached was approximately 160 bottles. 

A mobile resuscitation unit was set up with a bed 
and all equipment necessary to give emergency trans- 
fusions and shock treatment. Owing to the almost in- 
eredible lack of casualties among the thousands of dike 
workers, the unit did not have to come into action. 

The value of a national transfusion service was 
abundantly proved in the Red River flood. Manitoba is 
deeply grateful for the assistance given by the Manitoba 
branch of the Red Cross and for the aid so generously 
given by other provinces. 





Because the Red River receives the sewage from a 
number of Minnesota and North Dakota and Manitoba 
towns it was feared there might be an enormous epidemic 
of typhoid. Anti-typhoid inoculations were given free to 
tens of thousands of citizens. The water supplied 
through the Greater Winnipeg water system was chlori- 
nated, and printed instructions were supplied for the 
cleaning of infected houses and buildings. Due to these 
measures and the great care taken by health authorities, 
the health of the people has been surprisingly good. 
Danger of a major epidemic appears to be over. 





The Prowse Prize and Medal for Clinical Research 
were awarded to Dr. A. B. Houston for 1949 and to Dr. 
R. M. Cherniak for 1950. 





Dr. J. A. Eadie, recently from Edinburgh, joined the 
department of health and public welfare. He will take 
over as medical director of the Portage la Prairie health 
unit. Dr. Eadie graduated in 1944 from Edinburgh 
University. He served for several years with the 
R.A.M.C. in the Far East. Following his discharge he 
received the D.P.H. degree from Edinburgh and served 
on the staff of the Royal Hospital for Sick Children in 
Edinburgh and later on the staff of the City Fever 
Hospital. 

His wife and five-months’ old son will follow him 
shortly to Manitoba. Ross MITCHELL 


New Brunswick 


Dr. Stephen D. Clark, M.L.A., gave the address to 
the graduating class of the Saint John General Hos- 
pital Training School of Nurses in May. 





Dr. Arthur F. VanWart, of Fredericton, the out- 
standing medical economist of the Maritimes, speaking 
at the annual meeting of the Maritime Hospital As- 
sociation held in St. Andrews, N.B., stressed the 
absolute necessity of a well planned educational cam- 
paign to precede and to accompany any plan for pre- 
paid medical care. 





Lieut.-Gov. MacLaren presided at the graduation 
exercises of the training school for nurses at St. 
Joseph’s Hospital, Saint John. Dr. Jos. Tanzman made 
the special address to the graduation class. 





Dr. D. F. W. Porter, medical superintendent of the 
Moncton City Hospital was elected president of the 
Maritime Hospital Association at the annual meeting 
in June. 





Dr. Marcel Langlois of Ottawa has been appointed 
Medical Superintendent of the Hotel Dieu Hospital at 
Edmundston. He is a graduate of Laval and has done 
postgraduate work in France. 





Dr. Oliver Peters of Rothesay, was elected to 
senior membership in the Canadian Medical Associa- 
tion at the annual meeting in Halifax. 





Dr. R. MacG. MacLean, of McAdan, is confined to 
hospital, following an acute illness. 





Dr. R. T. Hayes of Saint John was elected a Coun- 
cillor of the Canadian Ophthalmological Society at the 
annual meeting at Digby, N.S. 





Dr. E. A. Petrie, of St. Joseph’s Hospital, Saint 
John, was elected President of the Canadian Associa- 
tion of Radiologists at their annual meeting in 
Halifax. A. STANLEY KIRKLAND 


Newfoundland 


Your former correspondent, Dr. J. B. Squire, has 
resigned his position as Assistant Superintendent of the 
Sanatorium, St. John’s, to finish postgraduate studies 
in Radiology at the Royal Victoria Hospital, Montreal. 
Our wishes for continued success follow Dr. Squire in 
his new field. 





The Province was well represented at the annual 
Canadian Medical Association Convention in Halifax. 
In the section of medicine, Dr. L. A. Miller, Deputy 
Minister of Health, Newfoundland, spoke on ‘‘ Public 
Health and Medical Care in Newfoundland’’. In the 
surgical section Dr. G. M. Brownrigg, St. John’s, was 
the speaker on ‘‘The Treatment of Acute Appendicitis’’, 
and in the section of Radiology, Dr. H. B. Murphy, St. 
John’s, spoke on ‘‘ Renal Tuberculosis’’. 





On a recent visit to Newfoundland were Brigadier 
W. L. Cole, Medical Director-General, Canadian Army, 
accompanied by Lieut.-Colonel Cavender, U.S. Medical 
Liaison Officer, Ottawa, and Lieut.-Colonel R. Murray, 
Medical Director, Eastern Command. During their stay 
they visited Canadian and United States installations 
and had meetings with the civilian members of the pro- 
fession. 





Dr. J. McGrath, Assistant Deputy Minister of Health, 
Newfoundland, has returned to St. John’s. During his 
recent visit to the mainland Dr. McGrath attended a 
Federal conference on vital statistics in Ottawa, and the 
meeting of the Canadian Public Health Association in 
Toronto. 
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Dr. Alex Marshall, Assistant Superintendent, Tran- 
quille Sanatorium, B.C., has joined for some months the 
Newfoudland Tuberculosis Association motor vessel, 
Christmas Seal, now doing tuberculosis surveys on the 
Newfoundland Coast. 





Dr. D. Blake, who has completed the Diploma in 
Public Health Course in the school of Hygiene, Toronto, 
has been appointed to Burin Hospital. Our congratula- 
tions go to Dr. Blake on his recent marriage to Miss B. 
McCallum, Toronto. D. J. HURLEY 


Nova Scotia 


During the past six months the thoughts of the 
Editorial Representative for Nova Scotia have been 
concentrated on the annual meeting. Now it is over 
and he can get back to the pleasant routine of re- 
cording news and views. However it seems but fitting 
to say a word about the meeting in retrospect. The 
weather man did not do either his best or his worst. 
We were disappointed that the turning of his watery 
eyed gaze on Halifax on Wednesday, limited the 
pleasure and activities of some of our visitors, yet with 
vivid recollections of a previous Annual Meeting in 
Halifax, we were thankful for his change of heart on 
Thursday. The President and his local Committees 
worked hard and faithfully during the months of prepa- 
ration and have been very happy to believe that their 
efforts bore modest fruit as indicated by the comments 
of those who attended. We are all conscious of and 
sincerely grateful for the help and co-operation of 
Federal, Provincial, and Civic Governmental Agencies, 
for the assistance of the press, and of the citizens of 
Halifax. The participation of Dalhousie University by 
way of a special Convocation to confer honorary degrees 
on the Minister of National Health and Welfare of 
Canada and on six physicians of outstanding merit, was 
a closing gesture that made us feel that our hands were 
supported from every side. There can never be a perfect 
Annual Meeting, but we ‘‘learn by doing’’, and our 
experience is offered willingly to those who come after. 
If you have left us feeling a bit refreshed mentally and 
physically by your visit to Halifax we are amply re- 
warded. 





The Annual Meeting was the occasion for a gathering 
of the Medical Alumni of Dalhousie University who met 
for dinner and a renewal of friendships at Shirreff Hall 
‘ on Thursday evening. Dr. H. G. Grant, Dean of Medi- 
cine, Dalhousie University, presided, and Col. H. C. 
Laurie, Chairman of the Board of Governors and Presi- 
dent A. E. Kerr were honoured guests. 





The Registrars of the Canadian licensing bodies met 
unofficially on Thursday afternoon to discuss common 
problems and exchange ideas. 





Members of the profession were glad to renew ac- 
quaintance with some old pharmaceutical friends, notably 
Mr. Clinger who radiated joy in Nova Scotia during the 
otherwise gloomy thirties and Mr. Enos MacLeod, once 
of the firm of MacLeod and Balcom of Halifax, and 
later of Abbott’s, who came down from the hills of 
Pictou County wearing a Florida coat of tan to meet 
his former cronies. H. L. SCAMMELL 





Ontario 


The secretarial work of the Ontario Medical <Asso- 
ciation has grown in volume and variety. Legislative 
changes regarding medical affairs must be anticipated 
and guided. Refresher courses have to be arranged. 
All annual district meetings are attended. Committees, 
where vital decisions are made, meet throughout the 
year, To help Dr. Harry Dunham with all these duties 
the directors appointed Dr. Gladstone William J. Fiddes 
as assistant secretary. . 


Like many of the best workers in Canadian medicine 
Dr. Fiddes is a son of the church. His upbringing was 
in several Methodist parsonages. He recalls that home 
was always a happy place but never in the same place 
for very long. He blames his own roving nature upon 
these environmental influences where he held on to his 
mother with one hand and the suitcase with the other! 

Entering medical school, he found the way to the pro- 
fession a costly one. In search of a living, he spent a 
summer working on the railroad. In the college terms 
which followed, he was employed as night operator for 
the University radio station and part-time research 
student working on the biological effects of x-radiation. 
He graduated from Queen’s University in 1940 and 
married Dorothy Wilson, B.A., Queen’s ’37. 

His internship was spent at Strathcona Hospital in 
Ottawa where he took public health and infectious dis- 
eases from Dr. Sherriff and whooping cough from the 
babies. Late in the year he volunteered for medical 
missionary service with the United Church, in the belief 
that the North West Coast was sufficiently remote and 
peaceful for a quiet life. Here he was stationed first 
at Hazelton for a training period, then at Port Simpson 
in charge of the hospital and the coastal medical ser- 
vice. The Japanese Aleutian Campaign made this situ- 
ation far from quiet. The Indian population of the 
coast was soon outnumbered by the incoming service 
and civilian personnel. The Fiddes home was turned 
into the arsenal of democracy, while the hospital became 
a sort of general headquarters for everyone in the area. 

Much of Dr. Fiddes’ work at this time was marine. 
Among occupational hazards he experienced were being 
washed overboard, having his hospital boat explode, 
being fired on by naval batteries and aiding in land and 
sea rescue operations. In February 1950 he came to the 
head office of the Ontario Medical Association where he 
works under the direction of Dr. Harry Dunham, Execu- 
tive Secretary. He has two children and lives on a farm 
at Green River near~Toronto. LILLIAN A. CHASE 





Quebec 


Dr. Georges Leclere was elected President of the 
Montreal Dermatological Society, at its last meeting 
at Hotel-Dieu in Montreal, April 22. 





Dr. Emile Gaumond of Quebec, was elected Presi- 
dent of the Canadian Dermatological Association, and 
Dr. Paul Poirier of Montreal, Vice-president, at the 
meeting at Quebec in June, 1950. 





The annual meeting of the Industrial Association of 
the Province of Quebee (L’Association de Médicine 
Industrielle Province de Québec) was held in Montreal 
on June 28. The following officers were elected: 
President—Dr. W. H. Cruickshank; Vice-presidents— 
Drs. Paul Gaboury and Eustace Morin; Secretary—Dr. 
E. A. Turcot; Treasurer—Dr. R. H. McCoy. The direc- 
tors of the Association are: Dr. F. J. Tourangeau, Past- 
president; Dr. K. Smith, Asbestos; Dr. L. Roberts, 
Shawinigan Falls; Dr. C. R. Roman, Valleyfield; Dr. 
J. E. MeGuigan, Montreal. 





General 


The Empire Medical Advisory Bureau, which was 
set up by the Council of the British Medical Associa- 
tion to welcome and assist overseas’ medical visitors, 
especially from the Dominions and Colonies, may now 
be said to be well established and able to be of con- 
siderable service to doctors and their families visiting 
the United Kingdom. 

During the first two years, nearly 1,500 enquirers 
have made use of the Bureau’s services and more than 
800 personal visitors have paid a total of 1,640 visits 
to the Bureau for help and advice. The majority of 
requests are for information about postgraduate edu- 
cation—courses, examinations, diplomas, appointments, 
visits to clinics, ete.—and the Bureau supplies informa- 
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tion about these and where necessary puts the enquirer 
in touch with the authorities able to help him with 
these problems. 

Almost as many requests for help in finding some- 
where suitable to live are received and every effort 
is made to satisfy this fundamental requirement of a 
happy visit. 

At social functions held by the Bureau in London, 
Edinburgh and Liverpool, some 2,000 overseas’ guests 
have been able to meet more than 800 guests from 
the United Kingdom. The newcomer meets friends 
from his own country and all have an opportunity of 
meeting senior members of the profession in the 
United Kingdom on these occasions. 

A visible index of the names of overseas’ doctors 
in the United Kingdom is displayed in the reception 
room of the Bureau and the new visitor is thus enabled 
to get in touch with friends who have preceded him. 
Many new friends amongst the United Kingdom doc- 
tors have been made by visitors put in touch with 
hosts through the Bureau’s hospitality scheme and 
our visitors and ourselves thus get to know one an- 
there in our homes. 

All enquiries should be sent to Dr. H. A. Sandiford, 
Medical Director, Empire Medical Advisory Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 





The Tenth F. R. Eccles Memorial Medical Alumni 
Lectureship will be held in London, Ont., on October 
25 and 26. This is an annual lectureship for the benefit 
of practitioners in that area of Ontario. The program 
includes for the first day papers on Secondary Anzmias, 
G. K. Ingham; Abdominal Pain, B. C. Brown; The 
Changing Picture in Pneumonia, N. J. England; Regional 
lleitis, B. B. Crohn. On the second day there will be a 
elinie under the chairmanship of Dr. F. 8. Brien and the 
following papers in the afternoon: The Electrocardio- 
gram, B. L. Hession; Peripheral Neuritis, A. 8. Douglas; 
Functional Disturbances of the Gastro-Intestinal Tract, 
B. H. MeNeel; Hemorrhage in Peptic Ulcer, B. B. 
Crohn. 





The Fourth Pan-American Congress on Ophthal- 
mology will meet in Mexico City from January 6 to 
12, 1952. The co-operation of all oculists is hoped for. 


Book Reviews 


Histology. A. W. Ham, Professor of Anatomy, in 
Charge of Histology in the Faculties of Medicine 
and Dentistry, University of Toronto. 756 pp., 
‘illust. $10.00. J. B. Lippincott Co., Montreal, 1950. 


Dr. Ham’s book is marked by considerable emphasis 
on the physiological and functional aspects of histology. 
Not only is there a full discussion of the normal func- 
tional réles of tissue elements and organs, but it is 
oriented to illustrate and clarify some of the basic patho- 
logical and regenerative processes. For example one 
chapter is given to tissue fluid and the mechanism of 
edema. The chapters on blood and hemopoiesis also 
deal with the response to inflammation, anzemias and 
other conditions. A description of the repair of bone 
and skin, and of grafting is another addition. The 
sections on the reproductive systems include much 
endocrinological material. Numerous black and white 
photomicrographs should make this book a useful Jabora- 
tory aid. Although one feels that section photographs 
cannot give as complete a picture of cytological detail 
as drawings, the excellence of the photographs make 
this a minor fault. Dr. Ham is a well known authority 


on the subject of bone, and the chapters on bone struc- 
ture and development are worthy of particular mention. 
They are easily the most lucid and complete description 
to be found in any current textbook of histology. 

The style of the book is very simple, with an amount 
This, 


of explanation which sometimes seems excessive. 





and the amount of physiological and clinical discussion 
and frequent illustrations drawn from current investiga- 
tive literature make it primarily a teaching book rather 
than a reference text. It gives a more dynamic inter- 
pretation of its subject than is usually found, and also 
serves as a transition step towards the study of 


pathology. 
Diet Manual of the Montreal General Hospital. Com- 
piled by the Committee on Hospital Diets. $2.50. 


Published by the Montreal General Hospital, 66 
Dorchester St. East, Montreal, 1950. 


Nutrition is a complex affair and the difficulty of 
unravelling its principles has quite naturally produced 
complexity in diets. Nowadays, however, the tendency 
is towards simplification. The diet manual recently 
issued by the Montreal General Hospital is an ex- 
cellent example of this. By careful editing and selec- 
tion it has been possible to include in this small 
volume standard hospital diets, together with their 
underlying principles. Multiplicity of diets is uneces- 
sary, as well as being a heavy strain on the Dietary 
Department. In the case of ulcer diets, for instance, 
this manual contains three only, out of no less than 
nine varieties which have been in use at different 
times. The manual should be invaluable in all hos- 
pitals, and could be frequently consulted with profit in 
general medical practice. 


Microbiology. F. C. Kelly, Associate Professor of 
Bacteriology, The University of Oklahoma School 
of Medicine; and K. E. Hite, formerly Assistant 
Professor of Bacteriology, the University of Chicago. 
592 pp., illust. $6.50. Appleton-Century-Crofts, 
Inc., New York, 1949. 


This textbook is primarily intended for the beginning 
student in microbiology and presents adequate, not too 
advanced, knowledge for this purpose. The first part 
deals briefly with the history and development of the 
science of microbiology and discusses the biology, elassifi- 
cation and inter-relationships of the various phylogenetic 
groups. Bacterial physiology, the study and control of 
populations, and methods for the study of micro- 
organisms are presented with the idea of acquainting the 
student with the scope of the field and its significance 
in science, industry, agriculture and every day life. The 
second division is concerned with pathogenic microbiology 
and of necessity deals chiefly with the pathogenic bac- 
teria from the standpoint of morphology, identification, 
diseases produced and therapy. Smaller sections are 
devoted to the viruses and rickettsia, the pathogenic 
higher fungi and medically important protozoa. There 
are general discussions of parasitism and immunity. 
The epidemiology and control of diseases are presented 
with emphasis on the means of transmission of the 
micro-organisms concerned. The point of view through- 
out the second section is conservative and should not 
bewilder the beginner with too many controversial issues. 
There is an excellent reference list at the back which 
includes more advanced texts, review articles and a list 
of journals which are concerned with microbiology in its 
many aspects. This should be valuable for the interested 
student. 


Physiologic Basis of Operations for Duodenal, Gastric 
and Gastrojejunal Ulcer. H. W. Mayo, Associate 
in Surgery, Medical College of the State of South 
Carolina, Charleston, 8.C. 86 pp. $4.00. The C, V. 
Mosby Co., St. Louis; McAinsh & Co. Ltd., Toronto, 
1949. 


The title of this book describes exactly its contents. 
It is a critical discussion of the reasons for various types 
of surgical procedures employed in treatment of peptic 
ulcer. As such it is based on the physiology and path- 
ology of gastric secretion and motility. This is the 
proper approach to the elucidation of certain phases of 
the still obscure phenomenon of peptic ulcer. Being a 
surgeon, Dr. Mayo devoted the greater part of his book 
to the discussion of etiology and operations for peptic 
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ulcer. Nevertheless his treatment of gastric physiology 
is quite adequate and based on modern work, which can 
not always be found even in textbooks of physiology. 
He comes to the conclusion that gastric resection is a 
surgical procedure of choice for gastric and duodenal 
ulcer. Bilateral vagotomy must be used with caution 
in selected cases and not as a routine procedure. A 
proper evaluation of this operation belongs to the 
future. Unfortunately a few mistakes have crept in 
here and there in the text. Especially confusing is one 
on p. 58. Discussing the réle of succus entericus the 
author states that Pavlov called the enterokinase (an 
enzyme which activates the inactive protrypsin) a 
‘‘hormone of hormones’’. Pavlov certainly used another 
expression, namely a ‘‘ferment of ferment’’. On the 
whole Dr. Mayo’s book is very useful, it fills the gap 
between the theoretical studies and surgical treatment of 
one of very frequent ailments of the stomach and duo- 
denum. It may be recommended to every surgeon. 


Guide to Diagnosis of Occupational Diseases. Indus- 
trial Health Division, Department of National 
Health and Welfare, Ottawa, and the Division of 
Industrial Hygiene, Department of Health, Ontario. 
317 pp. Obtainable from King’s Printer at $1.00 
per copy. Published by Authority of the Honour- 
able Paul Martin, Minister of National Health and 
Welfare, Ottawa, 1949. 


Industrial toxicology is not new; Hippocrates de- 
scribed illnesses amongst metallurgists and recognized 
lead poisoning as an occupational disease; the Greeks 
knew about hazards of sulphide ores, and Galen knew 
about hazards in copper mines. What is new is the 
concept of anticipating and recognizing potentially 
harmful substances and applying control measures before 
serious injury results. It is only within the last quarter 
of the century that great strides have been made in our 
knowledge of industrial poisons, their action on the 
human body, and the most effective methods against the 
harm from their use. Books on this subject have, there- 
fore, been very few. It is only within recent years that 
their number has been rapidly increasing. The present 
volume is the most recent of the three published in the 
English language in 1949. Its attractiveness lies largely 
in the manner in which the subject-matter is presented, 
which makes it as the authors claim ‘‘a reference 
manual for physicians’’, It is practical and is based 
upon a vast experience—the combined experiences of the 
Industrial Health Division, Department of National 
Health and Welfare, Ottawa, and Division of Industrial 
Hygiene, Department of Health, Ontario. In it are listed 
close to one thousand occupations, with the potential 
hazards under each heading. Harmful conditions are 
briefly outlined, the major portion being concerned with 
the properties, uses and occurrence, mode of entry into 
the body, physiological action and toxicity and signs 
and symptoms of poisoning from, approximately, 150 
harmful chemicals. In each ease is also given the fire 
hazard and the very useful ‘‘maximum allowable con- 
centration’’. In the chapter which follows, and which 
adds very appreciably to the practical usefulness of the 
book, are listed the risks of dermatoses in, approximately, 
50 of the more important occupations. In all, the book 
should ‘fully serve the purpose for which it was intended. 


The Eye and Its Diseases. CC. Berens, Managing 
Director of the Ophthalmological Foundation. 1092 
pp., illust., 2nd ed. $18.50. W. B. Saunders Co., 
Philadelphia; McAinsh & Co. Ltd., Toronto, 1949. 


This edition comes at a very opportune point, one 
at which it is possible to digest and properly evaluate 
the many and extraordinary advances in our knowl- 
edge during the past ten years. The popularity of this 


text is due not only to the high qualifications of the 
various authors who have contributed to it, but to the 
fact that it is not so encyclopedic or detailed that it 
is beyond the capacity of the reader to grasp. . And 
yet it may be said that one who knows his ‘‘ Berens’’ 





knows most things required. The general treatment 
of the subject follows that of the first edition. The 
format has been changed in that the text is in smaller 
type and in double columns. The reviewer is not sure 
that this has added to the readability. The book is 
profusely and well illustrated. There are additional 
chapters on illumination, physiologic chemistry, and 
gonioscopy. Also, all the old chapters have been re- 
vised. It is a most valuable book. 


Normal Values in Clinical Medicine. F. W. Sunder- 
man, Professor of Experimental Medicine and Clini- 
cal Pathology, University of Texas Postgraduate 
School of Medicine; and F. Boerner, late Associate 
Professor of Clinical Bacteriology, Graduate School 
of Medicine, University of Pennsylvania. 845 pp., 
illust. $16.00. W. B. Saunders Co., Philadelphia; 
W. B. McAinsh & Co. Ltd., Toronto, 1949. 


In the preface, the senior author states that the 
pioneering purpose of this book is to present a discus- 
sion and compilation of values which may be termed 
normal. His definition of purpose describes the con- 
tent of the book as well as can be done in a few 
words, and his use of the adjective ‘‘pioneering’’ 
seems to be entirely justified. To the knowledge of 
the reviewer, no text of this type has heretofore ap- 
peared in the medical field. The book presents a tre- 
mendous mass of useful information, skilfully ar- 
ranged, lucidly presented, adequately indexed and 
incredibly wide in scope. The authors have been ably 
assisted in their enormous task by 44 collaborators. 
The publishers have added to the value of the book 
by producing an attractive volume of a high standard 
of quality. Any work dealing with normal values 
may be expected to contain many tables. This book 
has over 400, but it is much more than a mere collec- 
tion of tables. It also contains a large amount of 
explanatory text and is profusely illustrated by charts, 
graphs, diagrams, anatomical drawings and photo- 
graphs. Every system of the body is covered. Some 
idea of the material dealt with may be gained from 
the following titles of tables selected at random— 
average blood pressure of adults according to age, dis- 
tribution of major blood groups, total base in serum 
average measurements of the adult larynx, vital 
capacity of lungs, motility of spermatozoa in normal 
semen, age order of epiphyseal union in man, visual 
efficiency ratings, height-weight-age tables, eruption of 
teeth according to age, topography of skin tempera- 
ture, recommended daily dietary allowances. Spe- 
cialists, reading sections relevant to their particular 
interests, will no doubt disagree with the text on some 
details. This is inevitable when a book covers such 
a wide field. The usefulness of this beok can scarcely 
be overestimated. It contains information of value to 
all workers in the field of medicine, whatever their 
special interests may be. 


Atlas of the Blood and Bone Marrow. R. P. Custer, 
Director, Laboratories of the Presbyterian Hospital, 
Philadelphia. 321 pp., illust. $17.25. W. B. 
Saunders Co., Philadelphia; McAinsh & Co. Ltd., 
Toronto, 1949. 


This volume contains the best illustrations of dis- 
eases of the hematopoietic system that the reviewer 
has ever seen. The microphotographs are numerous, 
extremely clear, and magnified to such an extent that 
the changes in the bone marrow and in the cells of the 
peripheral blood are readily apparent even to one not 
particularly trained in hematology. The first chapters 
deal with normal hematopoiesis. Part two of the 
volume is concerned with the various disorders of the 
blood and bone marrow. The text is brief but concise 
and adequate for the majority of readers. The only 
criticism is the paucity of references, which is not a 
serious defect in a volume which is primarily an atlas 
rather than a reference volume. It should be found 
in every hematological library as a gujde to: teehaly 
cians and others studying the blood and‘-the bo 
marrow. Uti 
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Human Personality and its Minor Disorders. W. Har- 
rowes, formerly Assistant Psychiatrist, Henry 
Phipps Psychiatric Clinic, Johns Hopkins Hospital. 
260 pp. $2.85. E. & S. Livingstone Ltd., Edin- 
burgh; Macmillan Co. of Canada Ltd., Toronto, 1949. 


The author bases his writings largely on the concepts 
of Adolph Meyer. The major portion of the book is 
devoted to a method for making a detailed personality 
study. There are several chapters which describe the 
psychoneuroses and one chapter on treatment. The book 
lacks an easy-reading style. 


A Twentieth Century Physician. Sir A. Hurst, D.M., 
F.R.C.P. 200 pp., illust. $2.85. Edward Arnold & 
Co., London; Macmillan Co. of Canada Ltd., 
Toronto, 1949. _ 


This book, which is published posthumously, was 
written mostly from memory and with the help of 
letters and other official documents, since Hurst had 
kept no diary during his lifetime. He had led what 
could aptly be described as a ‘‘full’’ life, and his 
memoirs give the reader an insight into the personality 
of this talented and gifted man. One is impressed 
with the modesty of the author, and the foresight and 
determination which he showed in planning his life’s 
work, and the amazing fund of knowledge at his dis- 
posal. Although a short book, it contains a great 
deal of the history of Magdalen College, Guy’s Hos- 
pital, Radcliffe Infirmary, the various lectureships in 
which he participated, and the societies to which he 
belonged. Of particular interest to the reader will be 
Hurst’s impressions of the many famous medical per- 
sonalities whom he knew in his lifetime, and mentions 
in his book, including Osler, Lewis, MacKenzie, Miiller, 
the Mayos, and a host of others. Although this book 
will be of particular interest to those who knew Hurst 
during his lifetime, including his many colleagues, 
pupils, patients, and those persons who are connected 
with Magdalen College, Oxford, Radcliffe Infirmary, 
and Guy’s Hospital, it will be of interest to those 
persons who like to relive the life and thoughts of a 
great man, and follow the development of medical 
science through the personal experiences of a man who 
was so much a part of this development. 


Electrotherapy and Actinotherapy. E. B. Clayton, Con- 
sulting Physician to the Physical Treatment Depart- 
ment, King’s College Hospital, London. 460 pp., 
illust. $2.40. Bailliére, Tindall & Cox, London; 
Macmillan Co. of Canada Ltd., Toronto, 1949. 


This volume is an amalgamation of the author’s two 
previous books,on Electrotherapy and Actinotherapy. 
The sections on the electric are and mercury vapour 
lamps have been re-written, and a chapter on long 
and short wave diathermy has been added. The sec- 
tion on treatments has also been re-written. This 
book was written especially for the instruction of 
undergraduate students in physical therapy, who will 
find it a useful textbook. It will also be of use to 
medical students and physicians seeking an introduc- 
tion to the field of electrotherapy, infra-red, and ultra- 
violet therapy. 


The Vitamins in Medical Practice. J. Shafar. 383 pp. 
$6.00. Staples Press, London; The Ryerson Press, 
Toronto, 1949. 


This book has been written for the practising phy- 
sician and surgeon and is essentially concerned with the 
use of vitamins in medical practice. Although not 
designed for specialists in nutrition, its detailed coverage 
of its field, documented by the citation of more than 
1,600 references, will make it useful 0 nutritionists as 
well. The book consists of three main parts, with addi- 
tional chapters on miscellaneous subjects. The first part 
comprises discussions of the individual vitamins. The 
second presents descriptions of the more important 
diseases known to be referable to vitamin deficiencies. 
In the third part, the individual systems of the body are 





considered in relation to vitamin deficiencies, and the 
value of vitamins in disorders not attributable to their 
deficiency is discussed. Additional. chapters deal with 
the effects of food preparation, toxicological and pharma- 
cological aspects, biosynthesis, physical fitness, infection, 
sulfonamides and the problems peculiar to pregnancy, 
infancy and childhood. 


Malariology. By sixty-five contributors. Edited by 
' Mark F. Boyd. 2 vols., 1643 pp. $39.75. W. B. 
Saunders Co., Philadelphia, Pa.; McAinsh & Co. 
Ltd., Toronto, 1949. 


To anyone interested in malaria this book is an 
absolute necessity as it contains a complete discussion 
of all malaria parasites, with a much more varied dis- 
cussion of their life cycles than is to be found in any 
other text. There is a discussion also of the avian and 
non-human mammalian plasmodia which will be of con- 
siderable value to zoologists. It is a great pity that ina 
book as extensive as this, the authors did not see fit to 
have coloured plates of the various plasmodia. The 
black and white illustrations however, are excellent and 
are very well reproduced. The fourteen chapters on 
mosquitoes which have been implicated in the trans- 
mission of malaria, are one of the most compact dis- 
cussions of this subject at present available. The keys 
of the ‘‘Eggs, Larve and Adults’’ are extensive, and 
will enable a satisfactory determination of the species of 
mosquitoes discussed. Though they require more tech- 
nical knowledge than the average doctor possesses of 
insect morphology, the chapter on the morphology of 
mosquitoes renders their use fairly simple. The malaria 
control methods in the discussion of epidemiology is 
extremely well done. In all, this is a book that anyone 
who lives in a malaria district or who attempts to work 
with malaria, cannot afford to be without. 


Monographs on Surgery 1950. B. N. Carter, Editor, 
Professor of Surgery, University of Cincinnati. 501 
pp., illust. Thomas Nelson & Sons, Toronto, New 
York and Edinburgh, 1949. 


The editor of Nelson’s Loose Leaf Surgery has 
adopted a new policy of publication. Instead of the 
‘‘refills’’? previously issued a volume to be published 
annually is offered to subscribers. It is hoped that 
this may be available to non-subscribers as well. The 
issue for 1950 appeared in January. It contains ten 
review articles all of which are excellent. Chemo- 
therapy in Surgery is the title of the first essay. It 
covers the antibiotics as well as the many sulfonamide 
derivatives. The indications for the use of these agents 
and the limitations of each are clearly described. 
Carcinoma of the lung is dealt with comprehensively. 
The startling increase in the incidence of this disease 
and the ease with which its diagnosis may be missed 
calls for the summary of knowledge of this subject 
such as this article so thoroughly presents. Infections 
in the urinary tract other than venereal or tuberculous 
and modern laboratory techniques in urology are well 
done and the possibilities of a Bone Bank in larger 
hospitals are clearly pointed out. The study of car- 
cinoma of the endometrium is well done and the rela- 
tive value of various methods of treatment should help in 
deciding among them in the given case. Medullary 
fixation of fractures and abnormal and normal re- 
sponses in bone tissue and arthrodesis of the spine 
reward careful reading. Each article is documented 
fully and may be considered as authoritative. The 
volume is a worthwhile contribution to modern prac- 
tice in Surgery. 


Secretory Mechanism of the Digestive Glands. B. P. 
Babkin, formerly Research Professor of Physiology, 
McGill University. 1027 pp., illust., 2nd ed. $20.00. 
Paul B. Hoeber, Inc., New York, 1950. 


The second edition of this book adds much new 
material. As Dr. Babkin insists, his volume is not 


a monograph: it reflects his own interests and does 
not aim at a comprehensive treatment. 


Nevertheless 
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a new and promising attack on the problem of anginal pain 


‘Eskel’ is an outstanding new coronary vasodilator... 
with a prolonged therapeutic action. 


Exhaustive pharmacological studies have shown that ‘Eskel’ 

has a considerably greater coronary dilating activity than 
aminophyllin in the isolated heart. (Eskel’s activity is reported 

to be at least 5 times the coronary dilating activity of aminophyllin.)' 
It has no demonstrable effect on the myocardium; 

a negligible effect only on blood pressure and pulse rate. 


Cardiologists have demonstrated that ‘Eskel’ gives marked relief 
to a high percentage of angina pectoris patients”**. . . and is 
of considerable value in chronic bronchial asthma.* 


‘Eskel’ is packaged in bottles of 50 tablets. Each tablet contains 
a mixture of active principles, chiefly khellin, extracted from 
the plant Ammi visnaga, equivalent to 40 mg. of crystalline khellin. 


Smith Kline & French Inter-American Corporation, Montreal 9 


1. Killam, K.R., and Fellows, E.J.: Federation Proc. 9:291 (March) 1950. 

2. Rosenman, R.H., et al.: J.A.M.A. 143:160 (May 13) 1950. 

3. Osher, H.L., and Katz, K.H.: Boston M. Quart. 1:11 (March) 1950. 

4. Kenawy, M.R., et al.: Eye, Ear, Nose & Throat Monthly 29:79 (Feb.) 1950. 
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the range of his interests is so wide that he can discuss 
most aspects of the subject with the authority of his 
own experience; and in spite of certain omissions 
presents more of the important facts about the physi- 
ology of the digestive glands than can be found any- 
where else between two covers. Like its predecessor 
the new edition is handsomely produced, and has a 
good index. Its high price should not prevent its 
purchase by medical libraries and by clinicians who 
are particularly concerned with disorders of the ali- 
mentary canal and its glands. 


Mongolism (Peristatic Amentia). M. Engler, Assistant 
Medical Officer, St. Lawrence’s Hospital, Caterham. 
208 pp., illust. $4.00. John Wright & Sons Ltd., 
Bristol; Macmillan Co. of Canada, Toronto, 1949. 


The first 107 pages of this book are concerned with 
a discussion of the pathology and clinical signs. This 
is done thoroughly and is worthwhile for purposes of 
reference. The chapter on prognosis, treatment and 
training is well done and reflects the author’s extensive 
experience in the care and treatment of these individuals. 
One is left with the feeling that the author knows con- 
siderably more in the way of practical knowledge about 
management that he has not written, and one would have 
wished that this section had been longer. The ‘‘piéce de 
résistance’’ of the book comes in the last 81 pages in the 
chapter in etiology. The author here thoroughly con- 
siders the previous theories. In considering all of these 
theories he makes the striking observation that what is 
important is not the brilliance of a hypothesis or the 
eloquence with which it is presented, but the evidence 
which one has either for or against this hypothesis. 
His own theory is ‘‘that mongolian idiocy is a congenital 
degeneration or malformation produced by the implanta- 
tion of a normal ovum, which is not affected by any 
hereditary taint, in a pathological, t.e., diseased, uterine 
mucosa, which is unable to supply the embryo with 
sufficient nourishment’’. For this theory, however, he has 
only circumstantial evidence. However, if it is true and 
if indeed as he points out, these malformations are 
steadily increasing, then this theory becomes of extreme 
importance to the obstetrician or the general practitioner, 
who for various reasons has performed a curettage or 
has under his care a patient who has aborted. The 
author has addressed this monograph particularly to 
specialists in order that it may be a stimulus to eradicate 
the disease by clarifying its causation. However, the 
section on etiology could be read with profit by obstet- 
ricians and pediatricians. 


Medical Diseases of the Kidney. J. F. A. McManus, 
Associate Professor of Pathology, the Medical Col- 
lege of Alabama, Birmingham. 176 pp., illust. $7.20. 
Lea & Febiger, Philadelphia; Macmillan Co. of Can- 
ada Ltd., Toronto, 1950. 


There is little doubt that our understanding of the 
medical disease processes affecting the kidney is far 
from satisfactory. This is obvious from the fact that 
scarcely any two workers in the field agree on classi- 
fication. It is hardly to be expected therefore that 
any one person’s book can be entirely satisfying from 
all viewpoints. Within these limitations, Dr. Mce- 
Manus’ book is an excellent contribution to the field. 
He presents the subject in a very clear fashion, making 
an attempt to pull together into a few simple, under- 
standable processes the many pathological affections 
of the kidney. These processes are described by the 
author not as if they were unique, but rather as repre- 
sentative of pathological changes common to all tis- 
sues, with certain peculiarities appearing in this 
special organ. Much of the presentation deals with 
studies carried out by the author on the basement 
membrane and these add considerable light to the 
differentiation of certain conditions, although it would 
seem that perhaps the emphasis on the periodic acid- 
Schiff staining technique is a little overdone. The 
most pleasing feature of this monograph is the illus- 
trative technique used. Scarcely a point of importance 
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in the text is not clearly illustrated by excellent photo- 
micrographs. The only disappointing feature is the 
presence of a large number of typographical errors. 


Congenital Anomalies of the Heart and Great Vessels. 
tT. J. Dry, Consulting Physician in Division of Medi- 
cine, Mayo Clinic, et al. 68 pp., illust. $6.00. Charles 
C. Thomas, Springfield, Ill.; The Ryerson Press, 
Toronto, 1948. 


This volume is an excellent example of how a rela- 
tively complex subject can be presented simply and 
directly in a manner that stimulates both the intelli- 
gence and the memory. The material is presented by 
the relatively unique means of supplementing illustra- 
tion with a smaller amount of textual material. For 
each anomaly, a full-colour illustration of a heart 
model is first presented, carefully posed and arranged 
to direct attention to the. derangement. Careful 
labelling draws attention to the anatomical distortion 
and then a brief but rather typical case history fol- 
lows by way of textual material. The cardinal symp- 
toms and signs are synopsized and in each case the 
characteristic radiographic and electrocardiographic 
findings, where applicable, are shown. Finally, a 
simple line diagram shows the functional disorganiza- 
tion attendant on the anomaly. A book of this type 
points the way to how our teaching methods might 
be improved. This is indeed an excellent volume, and 
a most valuable and comprehensive addition to 
cardiology. 


Medical State Board Questions and Answers. R. M. 
Goepp, formerly Professor of Clinical Medicine, 
Graduate School of the University of Pennsylvania; 
and H. F. Flippin, Associate Professor of Medicine 
at the Graduate School of the University of Penn- 
sylvania. 663 pp. $8.00. W. B. Saunders Co., 
Philadelphia; McAinsh & Co. Ltd., Toronto, 1950. 


This new edition has undergone considerable change. 
It is a very handy text for anyone preparing for board 
examinations, for not only does it cover the various 
subjects, both pre-clinical and clinical, with a well chosen 
range of questions, but it provides succinct factual 
answers as well. Indeed, the short, concise method of 
answering questions could well be studied by most 
candidates. This book is particularly valuable for those 
re-learning material remote from their own special field 
of interest. Although the use of a ‘‘grind’’ may be 
deprecated, its value cannot be denied, particularly where 
its limitations are not exceeded. A text such as this 
helps to separate the important from the non-essential 
and: provides the student with considerable guidance and 
orientation. 


Industrial Toxicology. L. T. Fairhall, Scientist Diree- 
tor, Public Health Service, Federal Security Agency. 
483 pp. $6.00. The Williams & Wilkins Company, 
Baltimore, 1949. 


The author’s purpose was to write a book which 
would serve as a bridge between the rapidly expanding 
field of toxicological investigation and the application 
of this knowledge of industrial poisons by the industrial 
physician. His task, therefore, notwithstanding his vast 
experience in this field, was not a simple one. Many 
hundreds of chemicals are now being employed in 
industries, and each has its own hazards. To include all 
would require volumes. The alternative was to select 
from this vast number representatives of the different 
groups, based upon chemical similarities or upon re- 
semblances from the standpoint of physiological response 
and in this the author has succeeded well. In less than 
500 pages are described the physical and chemical 
characteristics, industrial uses, toxicities and analyses of, 
approximately, 200 of the more common substances—71 
inorganic and 134 organic. Because of the necessary 
compactness, in many instances, a marked disproportion 
will be found between the industrial uses and the 
toxicity of the substance and the space allotted to it. 
The whole subject of lead, for example, is condensed 
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New Kodak 828 Adapter 
makes Kodak Reflex Cameras ideal 


instruments with which to... 


Picture the patient 


With every improvement in ease of operation and 
over-all efficiency of photographic equipment, photog- 
raphy assumes greater importance in case recording... 
is used by more and more physicians in private practice 
. .. becomes routine procedure in more and more clinics 
and hospitals. 

For example—the addition of the new Kodak 828 
Adapter for Kodak Reflex Cameras broadens the useful- 
ness of this truly modern camera... offers the economy 
of size 828 film (28x40mm.) in both Kodachrome and 
black-and-white. Focusing is simple . . . with needle- 
sharp, full-negative-size images obtainable on viewing 
ground glass without accessory “focal frames.” 

See the new Kodak 828 Adapter for Kodak Reflex 
Cameras at your photographic dealer’s . . . have him 
demonstrate how well it works. Or, for further informa- 
tion, write to Canadian Kodak Co., Limited, Toronto 
9, Ontario. 


Serving medical progress through Photography and Radiography 
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Onycuomycosis: Progressive stages in treatment 
(4 enlargements above).. Pure culture of fungus 
(lower reproduction—actual size, in Kodaslide 
Mount). Reproduced from Kodachrome transpar- 
encies such as can be made by Kodak Reflex 
Cameras with the Kodak 828 Adapter. 
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in slightly over three pages, and each of the highly toxic 
substances benzene, aniline, carbon monoxide and carbon 
tetrachloride occupy slightly over two pages only. At 
the end of the outline of each subject, however, there is 
appended a list of references, the selection of which was 
also a no mean task, for, in each case, it required exam- 
ination of all of the available literature and such selec- 
tion from it as to give the industrial physician concerned 
with any particular substance a reliable means of evalu- 
ating its hazards without having to digest the vastly 
greater numbers of publications on it. Still further 
enhancing the practical usefulness of the book is the 
arrangement of these substances in simple alphabetical 
order, rather than in groups according to their chemical 
resemblances or similarity of physiological responses. 
The book thus contains a very large amount of material 
condensed in a highly useful form and is, therefore, 
recommended to all who desire authoritative information. 


Surgical Management of Vascular Diseases. G. H. 
Pratt, Associate Clinical Professor of Surgery, New 
York University. 496 pp., illust. $11.25. ea & 
Febiger, Philadelphia; Macmillan Co. of Canada 
Ltd., Toronto, 1949. 


In a specialty where surgery plays such an important 
role, it is fitting that a survey of vascular disease should 
be presented by a well trained surgeon in this field. 
Since 1946 three textbooks on peripheral vascular dis- 
eases have appeared but all have been written by medi- 
eal specialists and have contained too much reference 
to unproved medical methods of therapy and too little 
on more worthwhile surgical procedures. Dr. Pratt’s 
recent book corrects this omission and thereby con- 
tributes greatly to the subject. While surgical methods 
are stressed, the worthwhile medical aspects are also 
adequately covered. Chapters on amputations, congenital 
anomalies of the heart and the surgery of diabetes are 
useful additions to a book covering vascular disorders, 
although one might wish that the foremost was of 
greater fullness. Current medical and surgical opinion 
is freely discussed and an excellent bibliography ac- 
companies each chapter. Points for criticism are hard 
to find and the worst one can say is that Fig. 94 is 
upside down! In the reviewer’s opinion this volume, 
though brief, presents the best coverage of this field in 
the four texts at present available and he would un- 
hesitatingly advocate its purchase by all surgeons be- 
cause peripheral vascular diseases appear so frequently 
in general surgery. 


Textbook of Virology. A. J. Rhodes, Connaught Medi- 
cal Research Laboratories and School of Hygiene, 
University of Toronto; and C. E. Van Rooyen, 
Connaught Medical Research Laboratories and 
School of Hygiene, University of Toronto. 312 pp., 
illust. Thomas Nelson & Sons, New York, Edin- 
burgh and Toronto, 1949. 


This volume which is intended primarily for medical 
students and busy practitioners is a useful source of the 
most recent information on the virus and rickettsial dis- 
eases of man and animals. No rigid classification of 
the viruses and rickettsia has been attempted, but they 
have been arranged in groups according to the tissues 
affected and the clinico-pathological features. There are 
brief chapters on the properties of viruses, technical 
methods used, immunity mechanisms and therapy, and 
numerous electron micrographs of commoner viruses and 
rickettsia. The remaining chapters are devoted to con- 
cise accounts of all known virus and rickettsial diseases. 
The discussion of poliomyelitis is particularly lucid. The 
authors believe that one of the greatest unsolved prob- 
lems in this disease, as with many other infectious dis- 
eases, is why one child of a family should develop a 
severe paralysis, while another may show only a tran- 
sient illness or become a symptomless carrier. Does some 
factor operate in certain persons to facilitafe passage of 
the virus from nose, pharynx or intestine to the central 
nervous system? Suggestions that fatigue, vitamin de- 


ficiency, general malnutrition or endocrine disturbances 
may increase susceptibility to the disease unfortunately 
have little or no experimental evidence to aid in their 
evaluation according to the authors. Those who wish 
to keep abreast of the latest advances in clinical aspects, 
pathology, diagnosis, etiology, method of spread, specific 
treatment and prevention of this large and important 
group of diseases will find much of interest in this 
excellent volume. The larger work by the same authors 
will provide more detailed accounts for those who re- 
quire such information. 


Manual of the Penicillia. K. B. Raper, Principal 
Microbiologist, Fermentation Division, Northern 
Regional Research Laboratory, Bureau of Agricul- 
tural and Industrial Chemistry, U.S. Department of 
Agriculture, Peoria, Ill.; and C. Thom, Collaborator, 
U.S. Department of Agriculture. 875 pp., illust. 
$12.00. The Williams & Wilkins Co., Baltimore; 
University of Toronto Press, Toronto, 1949. 


This manual has been designed as a means of identify- 
ing Penicillia in the laboratory with a minimum of mis- 
understanding in the interpretation of species. Prior 
to the advent of penicillin, the study of the Penicillia 
was carried out in very few laboratories on a very small 
scale. Now that hundreds of scientists are working on 
this problem, such a volume should be a welcome addi- 
tion to their tools. Over 4,000 strains of Penicillia have 
been examined in its preparation. In addition to serv- 
ing as a laboratory manual, the manual offers a very 
complete bibliography of the accumulated literature on 
the subject. This book, while undoubtedly the best in 
its field at the present time, is not intended for the 
average laboratory worker. However, for those who are 
doing intensive research, it can be highly recommended 
as a companion volume to Manual of the Aspergilli by 
the same authors. 


Mental Hygiene in Public Health. P. V. Lemkau, As- 
sociate Professor of Public Health Administration 
and Director of the Mental Hygiene Study, School 
of Hygiene and Public Health, The Johns Hopkins 
University. 396 pp., illust. $5.45. McGraw-Hill 
Company of Canada Ltd., Toronto, 1949. 


The contents of this book are exactly what the title 
implies. It is full of common sense and is presented in 
an interesting manner with ample reference to case 
studies for point illustration. The first portion deals 
with the place of mental hygiene in public health and 
the means of attacking this great problem. The second 
part is devoted to the development of the individual 
from birth to old age. Methods of understanding and 
handling problems in the various age groups are dis- 
cussed. This book must surely become a standard text. 
Not only because it is unique but particularly because 
of its forward viewpoint and informative content. It 
should be a pattern for all public health administrators 
and postgraduate students in this field. The pedia- 
trician, psychiatrist and general practitioner would find 
it profitable reading. 


Treatment in Proctology. R. Turell, Attending Proc- 
tologist, Hillside Hospital. 248 pp., illust. $7.00. 
The Williams & Wilkins Co., Baltimore; University 
of Toronto Press, Toronto, 1949. 


This is an excellent monograph, and it is particularly 
practical because it draws a parallel between diseases 
located in a special field with those in other parts of the 
body. Now that proctology is certifiable in the United 
States where there is a special Board of Proctology a 
textbook of this type will be invaluable to the student 
wishing to get as much up-to-date condensed information 
on this subject in as short a time as possible. For the 
general practitioner this book should be of great value 
as a ready reference manual in the treatment of the 
many conditions found in the anorectal region. 
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Memories of Highty Years. 
pp. $5.00. The University 
Chicago, Ill., 1949. 

The realization that ‘‘ Herrick of Chicago’’ has passed 
the span of more than four-score years is happily 
tempered by the fact that we now have an account of 
his life from his own hand. It is a fascinating book 
whether as a vivid picture of the modern period of medi- 
cine or as a confessio medicit. Herrick in personality and 
achievement is one of the men who have been responsible 
for the commanding stature of medicine on this conti- 
nent. His career has been one of uncompromising in- 
tegrity, and the same is true of his autobiography. Of 
English ancestry, he was born eighty-eight years ago in 
Oak Park, then one of the satellite villages of Chicago. 
His earlier recollections are of Lincoln’s funeral pro- 
cession, the great Chicago fire and of a boyhood spent 
in the Western out-of-doors under the tutelage of 
parents and teachers who created for him values and 
standards that lasted through life. To these he added 
talents that slowly unfolded at the University of 
Michigan in the days of Angell, his undergraduate 
period at Rush Medical College and his medical career 
as general practitioner and later as consultant in 
Chicago. The superlative quality of his achievements to 
which these talents justly led and which culminated in 
his classical paper of 1912 calling attention to the clini- 
cal features of coronary thrombosis are here to be seen 
as the result of a single-mindedness of purpose which 
made life and medical practice for him a singularly fine 
art. 

This is personalized history of the rich panorama of 
modern medicine written with clarity and humility by 
a man of character and rare wisdom. The great names 
of our medical century are all here sketched with rare 
skill—J. B. Murphy, Nicholas Senn, Clarence Webster, 
Dean Bevan, Bertram Sippy. Dr. Herrick portrays with 
affectionate touches the four men whom he regards as 
being of surpassing influence in the medical history of 
Chicago—Daniel Brainard, N. S. Davis, Christian Fenger 
and Frank Billings. In the wider world he gives us 
Von Jaksch, Chiari, Neusser, Emil Fischer, William 
Welch and William Osler. 

No physician can read this book without renewing 
faith and pride in his profession. Rich in absorbing 
detail, it will quicken his perceptions, it will show him 
how much a classical education can mean to a man of 
medicine, and at the end it will leave him with a new 
sense of the achievements of modern medicine. 


J. B. Herrick, M.D. 270 
of Chicago Press, 


Urological Aspects of Spinal Cord Injuries. G. C. 
Prather, Department of Genito-Urinary Surgery, 
Harvard Medical School, Boston. 143 pp., illust. 
$5.25. Charles C. Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1949. 

This is a splendid monograph by an experienced and 
capable urologist, well documented and _ illustrated. 
Physically it is convenient in size, and beautifully 
printed and bound. The relevant literature is reviewed, 
so as to lead logically to the present-day management, 
with its aims of greatly reduced mortality and much 
more complete rehabilitation. Although such cases of 
serious spinal cord injury are most frequently war 
injuries, this small volume should be available to every 
surgeon caring for even occasional cases. 


Streptomycin and Dihydrostreptomycin in Tuberculosis. 
Edited by H. M. Riggins and H. C. Hinshaw. 554 
pp., illust. National Tuberculosis Association, 1949. 


This book is of great historic interest, as well as being 
of immense practical value to the physician treating 
tuberculosis. It consists of a series of papers or reports 
in orderly sequence, and is divided into sections. The 
first paper in Section I on early and experimental studies, 
is fittingly the original paper of Albert Shatz and Selmon 
A. Waksman. This describes streptomycin and its effect 
on the tubercle bacillus in vitro. The effects.of strepto- 


mycin in experimental tuberculosis in guinea pigs and 
tuberculosis in the human is described by W. H. Feld- 
man and H. C. Henshaw. 


Section III deals with the 
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bacteriological problems in relation to the chemotherapy 
of tuberculosis. Streptomycin probably exerts its bene- 
ficial effect by suppressing the multiplication of tubercle 


bacilli. One of the principal objectives for continued 
search is to obtain substances more effective than 
streptomycin. The emergence or development of re- 


sistant strains of the bacilli is a factor of great import- 
ance in the treatment of tuberculosis. In Section 1V is 
presented the pathological evidence of regression or 
healing disease in the treated animal or human. The 
study of the effects of streptomycin in clinical tuber- 
culosis (sections V and VI) organized under the 
American Trudeau is given in the reports of the in- 
vestigators who participated. The effect of streptomycin 
in hematogenous, meningeal, and all forms and stages 
of pulmonary tuberculosis has been carefully assessed. 
Its value and place in association with other procedures 
has been determined. Section VIII contains special 
articles on the effect of streptomycin on the auditory 
and vestibular mechanisms, and deals also with its effect 
on bone and genito-urinary tuberculosis. Section IX on 
dihydrostreptomycin suggests that it is less toxic in 
similar doses and may be used when the patient is sensi- 
tive to streptomycin. The final section discusses strepto- 
mycin combined with para-aminosalicylic acid and 
promizole. Para-aminosalicylic acid may be of value 
in delaying or preventing the emergence of resistant 
strains during treatment. There is little evidence to 
suggest that the addition of promizole to streptomycin 
is of any value. 


Physiology in Diseases of the Heart and Lungs. M. D. 
Altschule, Assistant Professor of Medicine, Harvard 
Medical School. 368 pp. $7.50. Harvard Uni- 
versity Press, Cambridge, Mass., 1949. 


This is a most useful book and the author has ac- 
complished a difficult task in an interesting manner. The 
volume presents a critical review of the literature per- 
taining to the disturbed physiological mechanisms 
occurring during diseases of the heart and lungs. The 
approach may be described as clinical, the emphasis 
being placed upon the explanation of the clinical 
phenomena by physiological observations on both human 
and animal subjects. The bibliographies are extensive 
and well organized. The reading matter is succinct and 
can be read straight through as an excellent review of 
the subject in hand, or used as a reference work. More 
than half the book is taken up with chronic cardiac 
decompensation. The physiological data bearing on this 
phase of circulatory disturbance are fully discussed. 
This mass of material is handled in a lucid manner, and 
the reader is grateful for the guidance, through this 
welter of fact and theory, which the author has provided. 
The book will be particularly useful for teacher and 
student and of considerable interest to practitioners con- 
cerned with cardiovascular and pulmonary disease. 


Biomicroscopy of the Eye. Vol. II. M. L. Berliner, 
Assistant Professor of Clinical Surgery (Ophthal- 
mology), Cornell University Medical College. 1512 
pp., illust. $35.00 (Vols. I and II: $50.00). Paul 
B. Hoeber, Inc., New York, 1949. 


This is the second volume of Berliner’s monumental 
work on the biomicroscopic and slitlamp study of the eye. 
In this volume, the author deals with the iris, lens, 
zonule, vitreous, and retina. It must be stated, though, 
that he has little to say about the retinal findings made 
by this method. This volume, as was the case with the 
first, is excellent. One can find little to say that is not 
praise. The author deals with the subject compre- 
hensively and in a very readable manner. The illustra- 
tions are profuse and beautifully executed. The pub- 
lishers also are to be congratulated on their superb 
production. They have used an excellent hard-surfaced 
paper throughout, which takes the numerous illustrations 
well. Their choice of type and the arrangement of each 
page are beautiful to see, and most restful to the reader. 
This is an outstanding book on all counts. 
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HEPARIN 


Clinical experience in the use of Heparin as a blood anticoagulant has 
extended over many years. The product has been administered intravenously 
in very dilute solution. 


Recent experience has shown that intramuscular injection of concentrated 
solutions is an effective means of prolonging clotting time. This method of 
treatment provides an increased measure of freedom for the patient and can be 
extended over a period of months on the basis of two or three daily injections. 


HOW SUPPLIED 


Solution of Heparin—Distributed in rubber-stoppered vials as sterile neutral 
solutions of heparin prepared from purified, dry sodium salt of heparin 
containing approximately 100 units per mg. The product is supplied in the 
following strengths: 


1,000 units per cc. 
5,000 units per cc. 
10,000 units per cc. 


Heparin (Amorphous Sodium Salt)—Dispensed in 100-mg. and 1-gm. phials 
as a dry powder, containing 95 to 100 units per mg., for the preparation of 
solutions for laboratory use. 





Recent References: 


Stats, D., and Neuhof, H.: Am. J. Med. Sci., 1947, 214: 159. 
Walker, J.: Surgery, 1945, 17: 54. 


Cosgriff, S. W., Cross, R. J., and Habif, D. V.: Surgical, Clinics 
of North America, 1948, 324. 


De Takats, G.: J.A.M.A., 1950, 142: 527. 
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Arterial Hypertension. I. H. Page and A. C. Corcoran, 
Research Division of the Cleveland Clinic Founda- 
tion, Cleveland. 400 pp., illust., 2nd ed. $5.00. 
Year Book Publishers, Inc., Chicago, Il. 


This new edition of a short treatise on hypertension 
can be recommended as an easily readable and practical 
summary of one of the important problems in practice. 


Isotopic Tracers and Nuclear Radiations with Applica- 
tions to Biology and Medicine. W. E. Siri et al. 
653 pp., illust. $16.25. McGraw-Hill Company of 
Canada Ltd., Toronto, 1949. 


This is the book which research workers using radio- 
active elements have been waiting for. It is divided into 
three parts: First, a brief review of the basic physical 
facts which should be known by all those who work with 
radio-elements. Comprehensive graphs and tables cover 
the properties of the various types of particles. Seaborg 
and Pearlman’s table of isotopes is reprinted at the end 
of this section. The second part of the book deals with 
‘*Methods and Instruments’’, and includes a description 
of Geiger-Muller counters which is comprehensive al- 
though sufficiently simple for use without an extensive 
training in physics. The standardization of radioactive 
samples has also been satisfactorily discussed. How- 
ever, the radioautographic method for localization of 
radio-elements in tissue sections has been poorly pre- 
sented. In a book of over 650 pages, six pages seem 
hardly sufficient to describe all the variations of a tech- 
nique which is.now widely used in biology and medicine. 
Indeed, even these six pages include minor errors. Thus 
the ‘‘mounted autograph’’ technique, (in which the 
section is stuck on a photographic plate) which was first 
described by Evans, and Yagoda and Endicott, is at- 
tributed to the reviewer, while his ‘‘coated autograph’’ 
technique (in which the sections are stained and then 
coated with photographic emulsion) is not mentioned. 
Finally, this part of the book includes a number of 
useful data on the handling of radio-elements, and 
especially a chapter on the theory of tracer elements. 
The third part of the volume is a brief summary of the 
biological work done with isotopes. It is mainly a guide 
to the excellent bibliography gathered by the authors on 
the subject. This book seems to be the best reference 
book so far published on the subject of radioactivity in 
biology. It will no doubt prove an indispensable tool 
to the research worker. 


Textbook of Physiology. J. F. Fulton (Editor), Sterl- 
ing Professor of Physiology, Yale University School 
of Medicine. 1258 pp., illust., 16th ed. $11.00. 
W. B. Saunders Company, Philadelphia and London; 
McAinsh & Co. Ltd., Toronto, 1949. 


This is the sixteenth edition of what was originally 
widely known as ‘‘Howell’s Physiology’’. Professor 
Fulton, with the aid of twenty-eight collaborators, has 
produced an excellent modern text which shows good 
balance despite the number of contributors. 


Operative Technique in Specialty Surgery. Edited by 
W. H. Cole, Professor and Head of the Department 
of Surgery, University of Illinois College of Medi- 
cine. 725 pp., illust. $14.00. Appleton-Century- 
Crofts, Inc., New York, 1949. 


This book follows a pattern similar to that used in the 
first volume. Principles are stressed and a thorough 
training in surgery is presupposed in the reader. There 
is thus a suggestion of the esoteric pervading the book. 
Those to whom the book is addressed will find real help. 
The other readers will find it interesting and informative. 
The section on surgery of the heart and mediastinum has 
some most valuable paragraphs on pitfalls and precau- 
tions and a most helpful discussion of resuscitation in 
ventricular fibrillation occurring in the course of the 
operation. The section on fractures begins with the 
statement ‘‘most simple fractures can and should be 
treated by conservative methods’’. Osteomyelitis is con- 
sidered as two conditions which may be reduced to acute 





abscess in bone and a fulminating septicemia with 
multiple abscess formation. The treatment differs with 
the condition. Anatomy is emphasized in the section on 
bones and joints and all operations discussed are based 
on a thorough knowledge of the structures involved in 
all their functions and relations. In spastic paralysis 
operative treatment is a last resort but may be of great 
value when performed at the right time. The writer of 
the section on surgery of the peripheral nerves does 
not look for great advances in this department until 
another war shall provide material for study in quantity. 
In the meantime animal experiments and isolated cases 
must serve instead of the grand demonstration we hope 
may never occur. The section on the autonomic nervous 
system is a perfect exposition of the subject. These 
volumes will meet a warm welcome by surgeons and 
should be of the greatest help to students preparing for 
the Fellowship examinations. 


Clinical Interpretation of Laboratory Tests. R. H. 
Goodale, Pathologist at the Worcester City Hospital. 
605 pp., illust. $8.50. F. A. Davis Co., Philadelphia; 
The Ryerson Press, Toronto, 1949. 


The contents of this book are correctly described by 
the title. The text is devoted almost exclusively to the 
interpretation of tests; with few exceptions, details of 
techniques are not presented. The book presents serious 
defects. Few individuals possess the command of 
language, the clarity of thought and the broad knowledge 
required to write a useful and stimulating text covering 
such a wide and complex field as is approached here. The 
author of this text is not one of those select few. Much 
of the information is poorly presented and seems to be 
based on an incomplete and uncritical survey of the 
literature. Incorrect or confused statements are not in- 
frequent. Examples are; ‘‘most of the sodium of the 
body is in the serum’’ (p. 67); ‘‘the alkali reserve is 
decreased in . - excessive carbon dioxide’’ (p. 59), 
‘fan increase in (serum alkaline) phosphatase occurs 
in. . . rickets due to a deficiency of phosphoric ester 
substrate of erythrocytes’’ (p. 72). An attempt is made 
to relate laboratory findings to diseases by the familiar 
expedient of setting forth long lists of diseases asso- 
ciated with a high or a low result of some test. Use 
of this expedient distracts attention from the more 
rational and more profitable approach of interpretation 
in terms of underlying physiological disturbances. The 
book is not recommended. 


Varicose Veins. R. R. Foote, London. 225 pp., illust. 
Butterworth & Co. (Publishers) Ltd., London, 1949. 


This monograph is the latest on this ever present 
subject and is apparently the first of its kind to be 
published in Great Britain. The author’s reason for 
presenting the book is firstly, the large number of 
sufferers from varicose veins and their complications, 
and secondly, to encourage better methods of treatment. 
As he emphasizes, there is no doubt that many of these 
patients are sadly neglected or poorly treated. The 
historical chapter makes interesting reading and reveals 
the fact that many of the methods which are thought to 
be modern were described many centuries ago. The 
anatomy, physiology and pathology of varicose veins is 
well covered, but in treatment the author has confined 
his remarks chiefly to his own views, which are extremely 
conservative and not universally held. The operation of 
vein stripping is merely mentioned only to say that it 
is unnecessary, and insufficient space is given to the im- 
portant point of determination and correction of in- 
competent communicating veins. No follow-up statistics 
are given to support his contentions. The subjects of 
acute deep thrombophlebitis, pulmonary embolism and 
anticoagulant therapy would appear to be unnecessary 
in a monograph on varicose veins and the last chapter 
which reviews a few recent articles on the subject is a 
poor ending to the book. In general, the reviewer finds 
this a mediocre treatise and one which will find little 
favour with any but the specialist in this field. 


Continued on Page 31 
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Books are acknowledged as received, but in some cases 
reviews will also be made in later issues. 


Textbook of Pzediatrics. Mitchell-Nelson. Edited by W. E. 
Nelson, Professor of Pediatrics, Temple University Schooi of 
NModicine. 1658 pp., illust. $13.75. W. B. Saunders Co., Phila- 
d iphia; McAinsh & Co. Ltd., Toronto, 1950. 


Brucellosis (Undulant Fever). H. J. Harris. 617 pp., illust., 
9 4d ed. $10.00. Paul B. Hoeber, Inc., New York, 1950. 


Community Health Organization. I. V. Hiscock, Chairman, 
D -partment of Public Health, Yale University. 278 pp., 4th ed. 
$:.75. The Commonwealth Fund, New York, i950. 


Perspectives in Neuropsychiatry. Edited by D. Richter, 
[T rector of the Neuropsychiatric Research Centre, Whitchurch 
Hospital, Cardiff. 236 pp., illust. 15s. H. K. Lewis & Co. 
Ld., London, 1950. 


Comparative Anatomy and Physiology of the Larynx. V. E, 
Negus, Surgeon to the Ear, Nose and Throat Department, 
K ng’s College Hospital, London. 230 pp., illust. 30s. Messrs. 
Vi illiam Heinemann Medical Books Ltd., London, 1949. 


Medical Management of Gastro-intestinal Disorders. Ga. 
C.eney, Clinical Professor of Medicine, Stanford University 
Medical School. 478 pp., illust. $6.75. The Year Book Pub- 
lishers, Ine. 200 East Illinois St., Chicago, Ill. 


Sexual Deviations. L. S. London and F. S. Caprio, Washing- 
ton Institute of Medicine. 702 pp. $10.00. The Linacre Press 
Inc., Washington 6, D.C., 1950. 


Urological Surgery. A. I. Dodson. 855 pp., 645 illust., 2nd 
e $15.00. C. V. Mosby Co., St. Louis, Mo.; McAinsh & Co. 
Lid., Toronto, 1950. 


Training for Childbirth. H. Thoms, Professor of Obstetrics 
and Gynecology. Yale University School of Medicine, Obstetri- 
cian and Gynecologist-in-Chief. University Service, Grace-New 
Haven Community Hospital. 114 pp., illust. $3.90. McGraw- 
Hill Co. of Canada Ltd., Toronto, 1950. 


The Sociology of the Patient. E. L. Koos, Professor and 
Chairman of the Department of Sociology, the University of 
Rochester; Lecturer in Sociology, Schools of Nursing, the 
Genesee Hospital and Rochester General Hospital. 264 pp., 
illust. $3.65. McGraw-Hill Co. of Canada Ltd., Toronto, 1950. 


The Physiological Basis of Medical Practice. C. H. Bess, 
Professor and Head of Department of Physiology; and Norman 
Burke Taylor, Professor of the History of Medicine and Medical 
Literature, University of Western Ontario, London, 1330 pp., 
illust., 5th ed. $12.25. The Williams & Wilkins Co., Baltimore; 
Burns & MacEachern, Toronto 2, 1950. 


Biological Actions of the Adenine Nucleotides. H. N. Green, 
Professor of Pathology, University of Sheffield; and H. B. 
Stoner, Research Assistant, Department of Pathology, Univer- 
sity of Sheffield. 221 pp., illust. 25s. H. K. Lewis & Co. 
Lid., London, 1950. 


The Envelope. J. S. Plant. 299 pp. $3.00. The Common- 
Wealth Fund, New York, 1950. 


Coagulation, Thrombosis and Dicoumarol. S. Shapiro, As- 


sistant Professor of Clinical Medicine, New York University 
College of Medicine, and M. Weiner, Fellow in Medicine, New 
York College of Medicine. 131 pp., illust. $5.50. Brooklyn 
M: dical Press, Inc., New York 25, 1949. 


The Control of Communicable Diseases in Man. The Ameri- 
con Public Health Association, 1790 Broadway, New York 19, 
NY. 159 pp., 7th ed. 40c. The American Public Health As- 
sc ciation, 1950. 


Oxidation- preteen Potentials in Bacteriology and _ Bio- 
c Treat L. F. Hewitt, Director Serum Research Institute, 
\i dical Research Council, Carshalton, Surrey. 215 pp., illust., 
( ed $3.75. E. & s. Livingstone Ltd., Edinburgh and 
J idon; Macmillan Co. of Canada Ltd., Toronto, 1950. 


Medical Protozoology. C, A. Hoare, Protozoologist to the 
\ -lleome Laboratories of Tropical Medicine, London. 334 pp., 
il ist. $6.75. Baillidre, Tindall & Cox, London; Macmillan Co. 
o Canada Ltd., Toronto, 1949. 


Visual Development. J, H. Prince, late Regional Association 
I. ‘turer in Comparative Ocular Anatomy and Ocular Evolution. 
{'- pp., illust., vol. 1. $9.50. E. & S. Livingstone, Edinburgh 
a London; Macmillan Co. of Canada, 1949. 


. A Twentieth Century Physician. Sir A. Hurst. 200 pp., 
. st. ‘ - “wae Arnold & Co.; Longmans, Green & Co., 
onto ° 


Iccupational Therapy Principles and Practice. Edited by 
W R. Dunton, Jr. Founder and Former Editor Occupational 
Th orapy and Rehabilitation; and S. Licht, Editor Occupational 
Therapy and Rehabilitation. 332 pp., illust. $7.25. Charles C. 
romas, Springfield; The Ryerson Press, Toronto, 1950. 


Menstruation and its Disorders. Proceedings of the Con- 


ference held under the auspices of the National Committee on 
Mii ernal Health. Edited by E. T. Engle. 358 pp., Hlust. 
‘ '5. Charles C. Thomas, Springfield, Ill.; The Ryerson Press, 


cronto, 1950. 
. Continued on page 38 











IS YOUR MEDICAL LIBRARY 
UP TO DATE? 


Many doctors have taken advantage of our 
reduced prices on British medical books (made 
possible through the devaluation of the pound 
sterling) to purchase those expensive ‘‘standard’’ 
titles which are so useful for reference purposes. 
Here are a few titles you may wish to consider: 


Copeman: TEXTBOOK OF THE RHEUMATIC 
DISEASES — formerly $12.50, now $9.50 


Handfield- Jones: THE ESSENTIALS OF MODERN 
SURGERY — formerly $12.50, now $9.50 


Topley - Wilson: PRINCIPLES OF BACTERIO- 
LOGY AND IMMUNITY — formerly $17.50, 
now $13.25 


Winsbury - White: TEXTBOOK OF GENITO- 
URINARY SURGERY — formerly $22.50, now 
$17.25 


THE MACMILLAN COMPANY OF CANADA LTD. 
70 BOND STREET TORONTO 2, ONTARIO 


New Books 
CLINICAL NEUROLOGY 


By Bernard J. Alpers, Philadelphia. This 
edition includes new information on peripheral 
nerve injuries and cranial trauma; a thorough 
revision of the treatment of meningitis and syphilis 
of the nervous system, poliomyelitis and epilepsy. 
846 pages, 240 illustrations, second edition, 
1949, $11.50. 


DERMATOLOGY 
DIAGNOSIS AND TREATMENT 


By Sigmund S. Greenbaum, Philadelphia. 
Specially designed for the busy practitioner, the 
undergraduate and all who require information 
on the major clinical, diagnostic and therapeutic 
facts about a particular dermatosis. 889 pages, 
846 illustrations, 1949, $14.50. 


MENSTRUATION 


Edited by Earl T. Engle. Proceedings of the 
conference held under the auspices of the National 
Committee on Maternal Health. An outstanding 
desk-reference-work for gynecologists, endocrin- 
ologists, urologists, pathologists, surgeons and 
others. 358 pages, 105 illustrations, 1950, $7.75. 


THE RYERSON PRESS 
TORONTO 
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General Secretary’s office—135 St. Clair Ave. W., Toronto 









Subscription rates: The Journal is supplied only to 
paid up members of the Canadian Medical Association 
with the following exceptions: for medical libraries, 
hospitals and doctors residing outside of Canada, the 
annual subscription is $10.00; for medical students 
residing in Canada there is a special rate of $2.50 per 
annum. All subscriptions and related correspondence 
should be addressed to the General Secretary’s office 
at 135 St. Clair Avenue West, Toronto 5, Ontario. 

Contributors: Articles are accepted on condition that 
they are contributed solely to this Journal. Material 
contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 
either in part or in whole. 


Manuscripts must be typewritten, double spaced, and 
the original copy. 
Papers should be kept below 4,000 words wherever 
possible. Whilst not necessarily a cause for rejection, 
excessive length of an article is undesirable. 
References: in the case of a journal arrange as follows: 
author (JongEs, A. B.), title, journal, volume, page, year. 
In the case of a book: WILSON, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 

Illustrations: A limited number will be accepted. 
Photographs should be clear: drawings should be in 
india ink on white paper. All unmounted. Legends 
to be typed separately. 
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News: ‘The Editor will be glad to consider any items 
of news that may be sent in by readers. 
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Classified Advertisements 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 

Rates: $2.50 for each insertion of 40 words or less, 
additional words 5c each. 





a 


POSITION VACANT.—Assistant Professor of Physiolo:y, 
Medical Faculty. Apply to: H. G. Grant, Dean, The Faculty of 
Medicine, Dalhousie University, Halifax, N.S. 





POSITION VACANT.—The Department of Anatomy at 
Queen’s University, Kingston, Ontario, invites applications f: »m 
graduates of ability for the position of Teaching Fellow in 
Anatomy for the session 1950-51. Applicant should have a ¢g od 
academic record in this subject and preferably should alre dy 
have spent one year as hospital intern. 

The position offers an opportunity for additional training in 
anatomy, of particular value to graduates to take the F.R.(.§, 
or equivalent examinations. Salary is $100 per month for «he 
§ months of the college session. 

Application may be forwarded to Dr. H. D. McEwen, Se: re- 
tary of the Medical Faculty, Queen’s University. 





POSITION VACANT.—Due to unforeseen circumstances wo 
senior appointments are immediately available at the Kings:‘on 
General Hospital, one in Surgery and one in Medicine. Ap )li- 
cants are requested to contact the Superintendent, Kings:on 
General Hospital, Kingston, Ontario. 





NOTICE.—APPLICATION FORINTERNSHIP AT ST. LUKE 
HOSPITAL. St. Luke Hospital in Montreal will consider the 
applications of doctors requesting rotating internship through 
its various services. St. Luke Hospital has a capacity of 456 
beds and is approved by Canadian Medical Association and :!so 
approved by the American College of Surgeons; the quariers 
for interns were very recently furnished and offer first rate 
accommodation; salary, $75.00 per month through the first year; 
$100.00 per month the od year. Written applications 
should be sent to Dr. Harold étreault, St. Luke Hospital, 
1058 St. Denis Street, Montreal, Que. 





POSITION VACANT.—A qualified medical practitioner is 
wanted as soon as possible for the village of Apsley. This is 
in Peterborough County, a few miles north of the City of 
Peterborough, and on a good highway. His work will be mostly 
under a community Doctor’s service plan, but he will also be 
free to do some private practice. A recently renovated and 
well-equipped Red Cross Hospital is situated in the village. 
Salary is guaranteed. House and office are available at very 
reasonable rent. Apply to Mrs, Hazel J. S. Ray, 808 Water 
Street, Peterborough, Ontario. 





POSITION VACANT.—Applications are invited for position 
of Junior Medica! Officer (male) in large insurance firm in 
U.S.A. Applicant should be thirty years of age or younger, 
some interest in internal medicine and electrocardiography is 
desirable, salary open, references necessary. Apply to Box 478, 
Canadian Medical Association Journal, 3640 University Street, 
Montreal. 





POSITION VACANT.—Thoroughly competent physician for 
industrial office. Must be graduate of Class A School with 
adequate hospital training. Salary $6,000 per year. Apply to 
Box 887, Canadian Medical Association Journal, 3640 University 
Street, Montreal. 





POSITION VACANT.—Locum tenens for four months begin- 
ning August 1. General practice and surgery in industrial city 
in Western Ontario. Salary $400.00 per month. Apply, giving 
age, religion and experience to Box 893, Canadian Medical Asso- 
ciation Journal, 3640 University Street, Montreal. 


POSITION VACANT. — Wanted for Ontario clinic, yovng 
well-trained obstetrician and gynecologist. In reply state ‘ge, 
training, qualifications and salary expected. Address reply to 
Box 902, Canadian Medical Association Journal, 3640 University 
Street, Montreal. 





POSITION VACANT. — Certified ophthalmologist to oin 
group in Western Canada. Excellent opportunity. Appl) to 
Box 901, Canadian Medical Association Journal, 3640 Unive: sity 
Street, Montreal. 





— 


POSITION VACANT.—Doctor to engage in general prax ‘ice 
with a Clinic group in a moderate sized city in Northwes ern 
Ontario. Must be licensed to practice in Ontario and ha‘e 4 
minimum of one year’s rotation service as an intern, rvef- 
erably two years. Position to be filled by early summer  «7n 4 
permanent basis. Monthly salary with increases. Car al 0w- 
ance. Suitable candidate will ultimately be considered for 
admission to partnership. Direct reply giving all partict'ars 
regarding age, training, qualifications, experience, ma ital 
status, salary expected, etc., to Box 916, Canadian Mec ical 
Association Journal, 3640 University Street, Montreal. 





— 


Continued on Page 34 
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MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


UROLOGY 


A combined full time course in Urology covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology; embryology; biochemistry; 
bacteriology and pathology; practical! work in surgical 
anatomy and urological operative procedures on the 
cadaver; regional and general anesthesia (cadaver); office 
gynecology; proctological diagnosis; the use of the 
ophthalmoscope; physical diagnosis; roentgenological in- 
terpretation; electrocardiographic interpretation; derma- 
tology and ‘syphilology; neurology; physical medicine; 
continuous instruction in cysto-endoscopic diagnosis and 
operative instrumental manipulation; operative surgical 
clinics; demonstrations in the Operative instrumental 
ge a of bladder tumors and other vesical lesions 
as well as endoscopic prostatic resection. 





OBSTETRICS AND GYNECOLOGY 


A full time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; opera- 
tive obstetrics (manikin). In Gynecology: lectures; touch 
clinics; ae operations; examination of patients 
pre-operatively; follow-up in wards. post-operatively. 
Obstetrical and gynecological pathology. Anesthesia. 
Attendance at conferences in obstetrics and gynecology. 
Operative gynecology on the cadaver. 


FOR THE GENERAL SURGEON 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients pre-operatively and post-operatively and 
follow-up in the wards post-operatively. Pathology, 
radiology, physical medicine, anesthesia. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, 
proctology, orthopedics. Operative surgery and operative 
gynecology on the cadaver. 





EYE, EAR, NOSE AND THROAT 


A combined full time course covering an academic year 
(9 months). It consists of attendance at clinics, witnessing 
operations, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on 
the cadaver; head and neck dissection (cadaver); clinical 
and cadaver demonstrations in bronchoscopy, laryngeal 
surgery and surgery for facia! palsy; refraction; radi- 
ology; pathology; bacteriology; embryology; physiology; 
neuro-anatomy; anesthesia; physical medicine; allergy; 
examination of patients pre-operatively and follow-up 
post-operatively in the wards and clinics. Also refresher 
courses (3 months). 


FOR INFORMATION ADDRESS 







FELLOWSHIP OF POSTGRADUATE 
MEDICINE 


1, Wimpole Street, London, W. 1. 





with which is associated many of the General and 
Special Hospitals in London, is making every effort 
to provide postgraduate instruction and will be glad 
to give information regarding the facilities available. 
It must, however, be understood that facilities are still 
greatly curtailed. 


It is still impossible to arrange and publish the usual 
list of instructions for the whole year. Courses are 
arranged as it is found practicable to do so, and 
special attention is paid to the requirements of 
candidates for the M.R.C.P. (London) and F.R.C.S. 
(England) examinations. 


Courses arranged by the Fellowship of Postgraduate 
Medicine are open only to members; annual subscrip- 
tion from month of joining, 10/6d. 







The ‘‘Overseas Postgraduate Medical Journal’’ is 
published quarterly; annual subscription, 30/-, post 
free. 








MAURICE DAVIDSON, M.D., F.R.C.P. 
DAVID LEVI, M.S., F.RB.C.S. 


Honorary Secretaries ~ 








MEDICAL EXECUTIVE OFFICER, 345 West 50th St., New York City 19 
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Members of the Association who are thinking of 
visiting the United Kingdom for purposes of post- 
graduate study or experience or on holiday, are 
advised to contact Dr. H. A. Sandiford, Medical 
Director, Empire Medical Advisory Bureau, B.M.A. 
House, Tavistock Square, London, W.C.1., well in 
The Bureau, which is main- 


advanee of the visit. 


tained by the British Medical Association, is able to 
supply information about postgraduate courses and 
appointments and help with accommodation and a 
wide variety of general matters of interest to the 
overseas’ medical visitor. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 


The Royal Victoria Hospital will conduct a five day 
course for general practitioners from October 23rd to 
27th, inclusive. 
most commonly encountered in general practice with 
emphasis on practical office procedures 
Medicine, Surgery and Obstetrics and Gynaecology. 
Fee for course — $35.00. Limited to 50 applicants. 







For further particulars or application, address 


The Post-Graduate Board, Royal Victoria Hospital, 
687 Pine Avenue West, Montreal. 










This course will cover those conditions 
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r- COOK COUNTY GRADUATE SCHOOL OF MEDICINE 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 

Weeks, starting August 21, September 25, October 23. 

Surgical Technic, Surgical Anatomy & Clinical 
Surgery, Four Weeks, starting August 7, September 
11, October 9. 

Personal Course in General Surgery, Two Weeks, 
starting September 25. 

Surgery of Colon & Rectum, One Week, starting 
September 11. 

Esophageal Surgery, One Week, starting October 16. 

Breast & Thyroid Surgery, One Week, starting 
October 2. 

Thoracic Surgery, One Week, starting October 9. 

Gallbladder Surgery, Ten Hours, starting October 23, 

Fractures & Traumatic Surgery, Two Weeks, starting 
October 9. 

Basic Principles in General Surgery, Two Weeks, 
starting September 11. 


GYNECOLOGY—Intensive Course, Two Weeks, starting 


September 25. 
Vaginal Approach to Pelvic Surgery, One Week, 
starting September 18. 


OBSTETRICS—Intensive Course, Two Weeks, starting 
September 11. 


MEDICINE—Intensive General Course, Two Weeks, 
starting October 2. 
Gastro-enterology, Two Weeks, starting October 16. 
Gastroscopy, Two Weeks, starting September 11 and 
October 23. 
Electrocardiography & Heart Disease, Four Weeks, 
starting October 2. 


DERMATOLOGY—Formal Course, Two Weeks, starting 
a 16. Informal Clinical Course every two 
weeks, 


UROLOGY—Intensive Course, Two Weeks, | starting 
September 25. 
ee Ten Day Practical Course, every two 
weeks. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES 
ATTENDING STAFF OF 

COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 427 SOUTH HONORE STREET, CHICAGO 12, ILLINOIS 


POST GRADUATE 
STUDY 


For Canadian and U.S.A. Practitioners 


s@- Are you preparing for any Medical, or Surgical 
Examination? 
Send Coupon below for valuable publication 


“GUIDE to MEDICAL EXAMINATIONS” 
PRINCIPAL CONTENTS 


The F.R.C.S. England and Edinburgh. 
The F.R.C.P. & S. of Canada and Certification Exame. 
The M.R.C.P. London and Edinburgh. 
Diploma in Anesthetics. 

The Diploma in Tropical Medicine. 
Diploma in Ophthalmology. 

Diploma in Psychological Medicine, 
Diploma in Child Health. 

Diploma in Physical Medicine, 
Diploma in Public Health. 

Diploma in Laryngology. 


You can prepare for any of 

these qualifications by postal 

study at home and come THE SECRETARY 
to Great Britain for ex- MEDICAL 


amination. We special- CORRESPONDENCE 
ize in Post-graduate COLLEGE 


tuition. Courses for 3 
all Canadian and 19 Welbeck es. Ww.l 


U.S.A. qualifica- 


TEACHING FACULTY 








tions. Sir,—Please send me a copy of your 
“Guide to Medical Saar Boe, 
by return. ’ 


Name tg seater cdl cca ee 
MAGTEBE oieeerccrvcsscnn Nc Fe ca sca tacit 


Baaminations in which interested................. 
C.M.A. 
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FOR SALE.—Large unopposed, long-established, practice in 
small town in south-western Ontario. Excellent opportunity as 
a permanent location or as a temporary stay before establish- 
ing in city. Ideal step after internship for experience and 
financial independence. Immediate or early possession. Owner 
contemplating move to large city. Apply Box 873, Canadian 
Medical Association, 3640 University Street, Montreal, P.Q 





— 


FOR SALE.—Well established practice in Northern New 
Brunswick. Death vacaney. Large home and office, separite 
entrances, oil heating. Hospital facilities thirty miles east and 
forty miles west. Price includes real estate only. Mrs. R. L, 
Ellis, Jacquet River, N.B. 





FOR SALE.—Well-established general practice including 
modern well-equipped office and residence. Located in pro- 
gressive Southern Ontario city of 30,000 with excellent hospi:al 
facilities. Owner specializing. Will introduce. Apply to Pox 
904, Canadian Medical Association Journal, 3640 University 
Street, Montreal. 





FOR SALE.—Doctor’s residence, office combined. Active 
practice in southern Ontario. Rich farming area. Three ojen 
hospitals nearby. Reasonable terms for real estate only, 
Specializing. Apply to Box 912, Canadian Medical Association 
Journal, 3640 University Street, Montreal. 





FOR RENT.—DOCTOR’S RESIDENCE AND OFFICH.— 
Centrally located in Toronto’s finest location, Yonge and St. 
Clair. Built by owner as office and residence. Handy trans- 
portation, shopping, ete. Six bedrooms, breakfast room, 3 
bathrooms. Garage attached. Oil heated. Apply to Box $20, 
a Medical Association Journal, 3640 University Street, 
Montreal. 





FOR SALE.—An excellent, well-established Ear, Nose and 
Throat practice, located in a northern Ontario city of 20,/00, 
Excellent hospital facilities. Four-roomed office suite complete 
with latest Ritter equipment, x-ray and darkroom facilities, and 
other up-to-date surgical equipment. Would also like to include 
in this ale medical library to assist in closing out estate. 
Apply Box 919, Canadian Medical Association Journal, 3640 
University Street, Montreal. 





POSITION VACANT.—Wanted, medical graduate, preferably 
over thirty years. Interested in Anesthesiology. Wide and 
varied volume of work leading to Canadian Certification. Apply 
Box 922, Canadian Medical Association Journal, 3640 University 
Street, Montreal. 





POSITION VACANT.—Municipal Physician required to serve 
approximately 1,000 people. Hospital 12 beds. Salary $6,000. 
Village 400 people will pay extra. Duties to commence Septem- 
ber 1. Apply Secretary-Treasurer, Stonehenge Municipality No. 
73, Limerick, Saskatchewan, stating age, etc. 





POSITION WANTED.—Young doctor experienced in general 
practice desires locums for October 15, 1950 to December 30, 
1950, or a portion thereof. Apply Box 921, Canadian Medical 
Association Journal, 3640 University Street, Montreal. 





Books Received 
Continued from page 31 


Practical Neurological Diagnosis. R. G. Spurling, Clinical 
Professor of Surgery (Neurosurgery), University of Louisville 
School of Medicine, Louisville, Kentucky. 268 pp., illust., 4th 
ed. $6.00. ‘Charles C. Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1950. 


T. H. Holmes, Lester N. Hofheimer Research 
Fellow in Medicine, H. Goodell, Research Fellow in Medicine, 
S. Wolf, Associate Professor of Medicine, H. G. Wolff, Profes- 
sor of Medicine (Neurology), Cornell University Medical College, 
New York. 154 pp., illust. $5.50. Charles C. Thomas, Spring- 
field, Ill.; The Ryerson Press, Toronto, 1950. 


Electrotherapy and Light Therapy. R. Kovacs, Professor of 
Physical Medicine, New York Polyclinic Medical School «nd 
Hospital. 739 pp., illust, $12.00. Lea & Febiger, Philadelphia; 
Macmillan Co. of Canada Ltd., Toronto, 1949. 


Transactions of the American Association of Genito-Urinary 
Surgeons. Sixtieth annual meeting held at White Sulphur 
Springs, W. Va., May 9, 10, 11, 1949. Vol. 41, 244 pp., illust. 
Williams & Wilkins Co., Baltimore, 1950. 


Surgical Treatment for Abnormalities of the Heart and Great 
Vessels. R. E. Gross, William E. Ladd Professor of Child 
Surgery, Harvard .University Medical School, Boston, Miss. 
72 pp., illust. $2.75. Charles C. Thomas, Springfield, Ill.; he 
Ryerson Press, Toronto, 1950. 


Public Health is People. E. L. Ginsburg. 241 pp. $1.75. 
The Commonwealth Fund, New York, 1950. 


Continued on Page, 60 
























Canad. M.A. J. 
Aug. 1950, vol. 63 59 






Timaro Readily Digestible 


MILK 
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INFANT FEEDING 


































Dehydrochelic Acid, 
dl-Methionine, Inositol, Methenamine 


a synergistic 


" preparation for 
a the correction 

. of disturbed 

: lipid metabolism 


TIMAROL is indicated in the treatment of 
e gallbladder and liver dysfunction 
sequelae of jaundice 


¢ digestive dysfunction and Crown Brand and Lily White Corn Syrups are 


amr well known to the medical profession as a 

a ne thoroughly safe and satisfactory carbohydrate 

and samples, ROUGIER FRERES, 350 Le Moyne St?., Montreal 3 for use as a milk modifier in the bottle feeding 
write to Canadian manufacturers and distributors for of infants. ; 

Dr. P. Astier Laboratories, Paris, France These pure corn syrups can be readily digested 





and do not irritate the delicate intestinal tract 
of the infant. 

Either may be used as an adjunct to any milk 
formule. 

Crown Brand and Lily White Corn Syrups are 
produced under the most exacting hygienic con- 
ditions by the oldest and most experienced 
refiners of corn syrups in Canada, an assurance 
of their absolute purity. 


‘““CROWN BRAND’”’ and 


“LILY WHITE” 
CORN SYRUPS 


Manufactured by 
THE CANADA STARCH COMPANY Limited 
Montreal and Toronto 


For Doctors Only 


A convenient pocket calculator, with varied infant feeding 
formule employing these two famous corn syrups... & 
scientific treatise in book form for infant feeding . . . and 
infant formula pads, are available on request, also an inter- 
esting booklet on prenatal care. Kindly clip the coupon 
and this material will be mailed to you immediately. 







This SUMUG Pump 


FOR Safe ADMINISTRATION 
OF ANTI-BIOTICS... 
















@ The GOMCO No. 788-0 AEROSOL PENI- 
CILLIN PUMP provides ACCURATELY 
REGULATED compressed air for atomization 
of solutions as desired ... for safe, positive 
administration of penicillin, streptomycin, 
other anti-biotics. A sturdy, precision-built 
pump for many years of service. ASK YOUR 
DEALER OR WRITE US, requesting com- 
plete GOMCO catalog. 


GOMCO SURGICAL MANUFACTURING CORP. 


828M East Ferry St., Buffalo 11, N. Y. ~ WE @&  SMBBEBRB eee ere ee eee eee rere ee re eee eee eeeseseee ee 























THE CANADA STARCH CO. Limited 


Montreal 





Please send me 
[] FEEDING CALCULATOR. 

[] Book ‘““CORN SYRUPS FOR INFANT FEEDING.” 
|] INFANT FORMULA PADS. 

(_] Book ‘“‘THE EXPECTANT MOTHER.” 

L] Book ““DEXTROSOL.”’ 
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The Quality of Medical Care in a National Health Program, 
D. A. Clark. Reprint from American Public Health Association, 
1790 Broadway, N.Y. 26 pp. 10c., 1949. 


Handwriting Analysis. U. Sonnemann, Associate Professor, 


New School for Social Research, New York. Lecturer, Graduaia 
tea Faculty, City College of New York. 276 pp. $6.00. Grune & 
® : Stratton, N.Y.; The Ryerson Press, Toronto, 1950. 


Penicillin. Sir A. Fleming, Professor Emeritus of Bacter- 
iology, University of London; Principal, Wright-Fleming In- 


— stitute of Microbiology, St. Mary’s Hospital Medical Schooi, 
OINTMENT AND POWDER OF — London. 491 pp., illust., 2nd ed. Butterworth & Co. (Pulh- 


ZINCUNDECATE lishers) Ltd., London, 1950. 


Speech Therapy for the Physically Handicapped. S. 5, 
Hawk, Associated Colleges at Claremont. 245 pp., illust. $4.00, 
Stanford University Press, Stanford, California, 1950. 


Year Book of Drug vooreny. Edited by H. Beckman, Direc- 
tor, Department of Pharmacology, Marquette University School 
of Medicine. 718 pp., illust. $4.75. The Year Book Publishers, 
Ine., Chicago, Ill. 


. , A Manual of Cardiology. T. J. Dry, Associate Professor of 

Employs the Undecylenic Acid ee i o eeneatte “ne ee 9 er 

° ; « sultant in Section on Cardiology, ayo Clinic. pp., illust, 

Zinc Undecylenate “TEAM $5.75. W. B. Saunders Co., Philadelphia; McAinsh & Co. Lt, 
‘oronto, bs 


m the treatment and Prophylaxis The Cytologic Diagnosis of Cancer. By the Staff of the 
of Fungous Infections of the Skin, Vincent Memorial Laboratory of the Vincent. Memorial Hos- 


pital. 229 pp., illust.: $7.50.. W. B. Saunders Co., Philadelphia; 


especially — McAinsh & Co. Ltd., Toronto, 1950. 


Thrombosis in Arteriosclerosis of the Lower Extremities. 
DERMATOMYCOSIS PEDIS E. A. Edwards, Diplomate of American Board of Surgery, 
as: LETE’S FOOT” Clinical Associate in Anatomy, Harvard Medical School. 74 pp., 
ATH T illust. $2.75. Charles C. Thomas, Springfield, Mass.; The Ryer- 
son Press, Toronto, 1950. 


Effective Treatment in Psychiatry. O. Diethelm, Professor of Psychi- 

= a oma i cone ea: va 

° - ° . the ew Yor ospita ayne itney Psychiatric inic). 

Virtually non-irritating 546 pp., 2nd ed. $10.25. Charles C. Thomas, Springfield, Mass.: 
The Ryerson Press, Toronto, 1950. 


Cures the average moderate to ae . 

Happy Toil, Fifty-Five Years of Tropical Medicine, Sir L. 
severe case in two to three weeks. Rogers. 271 pp., illust. $4.50. S. J. Reginald Saunders & Co. 
Ltd., Toronto, 1950. 


s Practical First Aid. C. R. Salsbury, Medical Officer, Work- 
men’s Compensation Board. 320 pp., illust. $2.50. The Ryer- 
7 son Press, Toronto, 1950. 


OINTMENT Practical Statistics in Health and Medical Work. R. R. 
, : Puffer, Tennessee Department of Public Health. 238 pp., illust., 
Undecylenic Acid 5% 


om ed. $4.90. McGraw-Hill Book Co. of Canada, Toronto, 

Zinc Undecylenate 20% pe nnslish, Index to, Soviet Medical F Periodicals. D. Z. Richnell, 

} eputy Librarian, niversity o ndon. Vol. 1, pp. 20s. 

Tubes of 1 oz. Jars of 1 lb. net. H. K. Lewis & Co. Ltd., London, 1945-47. 

Medical Gynecology. J. C. Janney, Associate Professor of 

POWDER ] Gynecology, Boston University School of Medicine. 454 pp., 

aes To re Ww. sane Saunders Co., Philadelphia; 

- i McAinsh & Co, Ltd., Toronto, 1950. 

Undecylenic Acid 2% 

. Muskelpharmakologie und Ihre Anwendung in der Therapie 
Zinc Undecylenate 20% | der Muskelkrankheiten. Prof. Dr. O. Riesser, Frankfurt. 232 
. pp., illust. Fr. 16.80. Buchhandlung und Verlag Hans Huber, 
Sifter packages of 114 oz. | Bern. 


i Introduction to Neuropathology. S. P. Hicks, Department of 
Containers of 1 lb. Pathology of the Harvard Medical School and the New England 
Deaconess Hospital, Shields Warren, Departments of Pathology 
of the Harvard nr — = tne 3.00. — rey 
fe . Hospital, 494 pp., illust., 1st ed. $13.00. McGraw-Hi 0, 
Exclusive CANADIAN DISTRIBUTOR: of Canada, Ltd., 1950. 

VAN ZANT & CO., 357 College St. Handbook of Obstetrics ot Diagnostic Gynsecology. L. 
* Doyle. 40 pp., illust., lst ed. .00. niversity edica ub- 
Toronto 2B, Ont. Canada lishers, Palo Alto, California. 


A History of Biology. C. Singer. 579 pp., illust., revised cd. 


Trial supplies and literature sent on request $5.00. Henry Schumann, Inc., New York 21, N.Y. 


The Sulfonamides. F. Hawking, the National Institute for 
; Medical Research, London, and J. S. Lawrence, Physician-in- 
charge of the Walkden Clinic. 389 pp., illust. 42s. net. H. K. 

i Lewis & Co. Ltd., London, 1950. 


The Cytology one aoa hf ponents. Par + > 
| > Snes Lecturer in Bacteriology, niversity o irmingham, pp., 
Pharmaceutical Division illust. $3.60. E. & S. Livingstone, Ltd., Edinburgh and London; 


WALLACE & TIERNAN Macmillan Co. of Canada, Ltd., Toronto, 1950. 
i i Entorses, Traumato- 
PRODUCTS, INC. mie Seas. Bernard, B. Padovani, M, Tselin. 08, 1 
illust. Les Traités Du Practicien, ue de |’Université, Paris, 
Belleville 9, N. J., U.S.A. 1} 1950. 


Gynécologie et Maladies du Sein. M. Robey, A. Tailhefer, 
J. Thoyer-Rozat. 490 pp., illust. Les Traités Du Practicien, 
rome 18 Rue de |’Université, Paris, 1950. 

-21- 








Maladies des Os et des Articulations. M. Boppe, Chirurgien 
des Hépitaux de Paris. 493 pp., illust. Les Traités Du Prac- 
ticien, 18 Rue de l'Université, Paris, 1950. 
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Books Received 


Continued from Page 60 


Proceedings of the First Clinical ACTH Conference. J. R. 
Mote. 607 pp., illust. $5.50. The Blakiston Co., Philadelphia 
and Toronto; Doubleday Publishers, Toronto, 1950. 


Histology. A. W. Ham, Professor of Anatomy, in Charge of 
Histology in the Faculties of Medicine and Dentistry, University 
of Toronto. 756 pp., illust. $10.00. J. B, Lippincott Company, 
Montreal, 1950. 


Radiographic Atlas of Skeletal Development of the Hand and 
Wrist. W. W. Greulich, Professor of Anatomy, Stanford Uni- 
versity School of Medicine, and S. I. Pyle, Research Associate, 
Brush Foundation and Department of Anatomy, Western Re- 
serve University School of Medicine. 190 pp., illust. $10.00. 
Stanford University Press, 1950. 


A Primer of Venous Pressure. G. E. Burch, Henderson Pro- 
fessor of Medicine, Tulone University School of Medicine. 174 
pp., illust. $4.80. Lea & Febiger, Philadelphia; Macmillan Co. 
of Canada Ltd., Toronto, 1950. 


A Manual of Bandaging and Splinting. A. Thorndike Jr., 
Associate in Surgery, Harvard Medical School, Chief Surgeon 
to the Department of Hygiene; Harvard University. 148 pp., 
ilust. $2.40. Lea & Febiger, Philadelphia; Macmillan Co. of 
Canada Ltd., Toronto, 1950, 


Finding the Missing Link. R. Broom. 104 pp., illust. $1.50. 
Watts & ho London; S. J. Reginald Saunders & Co. Ltd. 
Toronto, 1950. 


Research in Medical Science. Edited by D. E. Green and 
W. E. Knox. 492 pp. Macmillan Co. of Canada, Ltd., Toronto, 
1950. 


The Diagnosis of Hysteria. D. W. Abse, Assistant, Depart- 
ment of Psychiatry, Charing Cross Hospital. 112 pp., illust. 
$1.65. John Wright & Sons Ltd.; Macmillan Co. of Canada Ltd., 
Toronto, 1950. 


Gynecology. J. I. Brewer, Professor of Obstetrics and 
Gynecology, Northwestern University Medical School, Chicago. 
437 pp., illust. $7.50. Thomas Nelson & Sons, New York 17, 
1950. 


A New Approach to the Treatment of Burns and Scalds. 
L. Colebrook, late Director of the Medical Research Council 
Burns Unit, Birmingham Accident Hospital. 174 pp., illust. 
12s. 6d. Fine Technical Publications, London, 1950. 


Methods in Medical Research. J. H. Comroe, Jr., Editor-in- 
Chief. 361 pp., illust., vol. 2. The Year Book Publishers Inc., 
Chicago, 1950. 


Harvey Cushing, Surgeon, Author, Artist. E. H. Thomson, 
Foreword by J. F. Fulton. 347 pp., illust. $4.00. Henry 
Schuman Inec., New York 21, 1950. 


Atlas of Human Anatomy. M. W. Woerdeman, Professor of 
Anatomy and Embryology and Director of the Department of 
Anatomy in the University of Amsterdam. 512 pp.,_ illust. 
Butterworth & Co. (Publishers), Ltd., London, England; Weten- 
schappelijke Uitgeverij, Amsterdam, 1948. 


Doctors Courageous. E. H. Hume. 292 pp., illust. $3.50. 
Jarper & Brothers, New York, 1950. 


Schistosomiasis in South Central Africa. M. Gelfand. 239 
pp., ‘illust. 25s. The Post-Graduate Press by Juta & Co. Ltd., 
Cape Town and Johannesburg, 1950. 


Among the Doctors. A. Cox, formerly Medical Secretary of 
the British Medical Association. 224 pp. $3.00. Christopher 
Johnson, London; The Ryerson Press, Toronto, 1950. 


The Abnormal Pneumoencephalogram. L. M. Davidoff, 
Director of Neurological Surgery, Beth Israel Hospital, New 
York City, and B. S. Epstein, Associate Radiologist, the Jewish 
Hospital of Brooklyn, Brooklyn, N.Y. 506 pp., iHust. $18.00. 
Lea & ee Philadelphia; Macmillan Co. of Canada Ltd., 
‘Toronto, 1950. 


Bacterial Infection in Dental Practice. J. L. T. Appleton, 

l'rofessor of Bacteriopathology and Dean, the Thomas W. 

Kvans Museum and Dental Institute School of Dentistry, Uni- 

versity of Pennsylvania. 644 pp., illust., 4th ed. $12.00, Lea & 

biger, Philadelphia; Macmillan Co. of Canada Ltd., Toronto, 
V, 


The Liver. K. Blond, late First Assistant of I and II Surgi- 
cal Departments, A. Krankenhaus, Vienna, and D. Haler, Hon- 
orary Consulting Pathologist, Westminster Hospital. 268 pp., 
lilust. $4.75. John Wright & Sons Ltd., Bristol; Macmillan 
Co, of Canada Ltd., Toronto, 1950. 

The Modern Treatment of Asthma. L. Banszky, Berlin. 135 
pp. $2.00. John Wright & Sons Ltd., Bristol; Macmillan Co. 
of Canada Ltd., Toronto, 1950. 


Pye’s Surgical Handicraft. Edited by H. Bailey, Surgeon, 
and Surgeon-in-charge of the Genito-urinary Department, Royal 
Northern Hospital, London. 724 pp., illust., 16th ed. $4.75. 
John Wright & Sons Ltd., Bristol; Macmillan Co. of Canada 
Ltd., Toronto, 1950. 


Clinical Nutrition. Edited by N. Jolliffe, F. F. Tisdalk and 
: R. Cannon. 925 pp., illust. $12.00. Paul B. Hoeber Inc., 
Medical Book Department of Harper & Brothers, 1950. 
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PROCTOCAINE 


For the treatment of Pruritus 
Ani, Anal Fissure, Neuritis, 
Lumbago, Sciatica and for use 
in Haemorrhoidectomy and 
minor Rectal operations. 


““Proctocaine” is a combination 
of oil-soluble anaesthetics of 
low toxicity. These are com- 
bined so as to produce imme- 
diate local anaesthesia which is 
maintained for periods lasting 
from 7 to 28 days and longer by 
means of the slow, uniform 
absorption of its oily vehicle, 
and action of its oil-soluble 


ingredients. 


“*Proctocaine’”’ is available in 2 


c.c., 9 ¢.c., and 10c.c. ampoules. 


Complete literature on request. 











ae ee MUR eee 
TORONTO, ONT LONDON, ENG. 
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PRURITUS 





CALAMATUM (Nason’s) is a Calamine 
Cream — made by embodying Calamine in 
a non-greasy ointment base with Zinc Oxide 
and Campho-Phenol. The result 1s a cream 
which dries quickly and adheres to the skin. 


Advantages of CALAMATUM 
over Commonly Used Calamine Lotion 


THERAPEUTIC ACTION — There are 
sound reasons for the special effectiveness of 
CALAMATUM: 

1. The Camphor and Phenol content of 
CALAMATUM reduce itching, burning, and 
general discomfort immediately. 

2. It does not run off the skin, but adheres 
to the lesion, exercising full medicative effect. 
3. By preventing the spread of the exudate, 
CALAMATUM helps to localize the affection. 


CONVENIENCE — An 
important advantage of 
CALAMATUM is the ease 
with which it can be carried 
and used: 

1. Easy, quick and neat to 
apply — because it does not 
run off the skin. 

2. No bandaging necessary, 
as it dries out and will not 
rub off and soil clothing. 








A Product of [AILBY-NASON (OMPANY Kendall Square Station, Boston 42, Mass. 
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3. The handy two-ounce CALAMATUM 
tube slips readily into pocket or handbag — 
won't spill or break like a bottle of calamine 
lotion. 


4. The convenience of CALAMATUM, plus 
its soothing, effective, anti-pruritic action en- 
courage the patient to carry and to use it in 
the manner and as often as the physician 
directs. 


TRY CALAMATUM 
The use of CALAMATUM has met with such 


success that a constantly increasing number of 
physicians are prescribing it in cases of insect 
bites, ivy-poisoning and herpes. Considering 
their successs, and the advantages of this sooth- 


ing cream over calamine lotion, won’t you, 
Doctor, try CALAMATUM? 


Physician’s sample will be sent you with- 
out charge or obligation on request. On 
sale at your druggist’s in 2-0z. tubes. 
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Business Report 


THE EIGHTY-FIRST ANNUAL MEETING OF THE CANADIAN 
MEDICAL ASSOCIATION, HELD IN HALIFAX 


June 19, 20, 2 


1, 22, 23, 1950 


HE Eighty-first Annual Meeting of the Canadian Medical Association was held in the Nova 
Scotian Hotel, Halifax, on June 19, 20, 21, 22, and 23, 1950. The registration included 914 
doctors and 417 ladies, making a total attendance of 1331. 


THe ANNUAL GENERAL MEETING 


The Annual General Meeting was held on 
Wednesday evening, June 21, in the Ball Room 
of the Nova Seotian Hotel. On this occasion 
Senior Membership was conferred upon the 
following : 


Drs. Frederick Moore Auld, Nelson, B.C.; George 
Douglas Stanley, Calgary, Alta.; John Gaffney Warren, 
Canora, Sask.; John A. Gunn, Winnipeg, Man.; Henry 
Mansfield Torrington, Sudbury, Ont.; W. W. Francis, 
Montreal, Que.; Oliver R. Peters, Rothesay, N.B.; Daniel 
Murray, Tatamagouche, N.S.; Samuel W. Williamson, 
Yarmouth, N.S.; Nutting S. Fraser, St. John’s, Nfld. 


Dr. Jack F. C. Anderson, the retiring Presi- 
dent, gave a brief valedictory address, and 
installed his suecessor, Dr. Norman H. Gosse, as 
President of the Canadian Medical Association. 
Dr. Gosse presented his inaugural address. 

Fraternal greetings from the American Medi- 
eal Association were presented by Dr. George 
W. Thorn of Boston. 


THE GENERAL COUNCIL 


The General Council met in the Nova Scotian 
Hotel, Halifax, on Monday and Tuesday, June 
19 and 20, 1950, under the Chairmanship of 
Dr. Harris MePhedran. The following 119 
delegates answered the roll eall: 


Drs. J. D. Adamson, Winnipeg, Man.; G. Harvey 
Agnew, Toronto, Ont.; J. F. C. Anderson, Saskatoon, 
Sask.; W. W. Bartlett, Brampton, Ont.; Elinor Black, 
Winnipeg, Man.; A. E. Blackett, New Glasgow, N.S.; 
Wm. Bramley-Moore, Edmonton, Alta.; H. E. Britton, 
Moncton, N.B.; C. C. Browne, Nanaimo, B.C.; G. M. 
Brownrigg, St. John’s, Nfld.; F. M. Bryant, Victoria, 
B.C.; C. W. Burns, Winnipeg, Man.; G. D. W. Cameron, 
Ottawa, Ont.; J. J. Carroll, Antigonish, N.S.; J. E. 
Carson, Brantford, Ont.; H. B. Church, Aylmer, Que.; 
G. A. Copping, Montreal, Que. ; Kenneth Dawson, Chesley, 
Ont.; H. K. Detweiler, Toronto, Ont.; Robert Dove, 
Cornerbrook, Nfld.; E. Dumont, Campbellton, N.B.; H. 
8. Dunham, Toronto, Ont.; R. F. Farquharson, Toronto, 
Ont.; W. R. Feasby, Toronto, Ont.; G. C. Ferguson, Port 
Arthur, Ont.; G. Gordon Ferguson, Saskatoon, Sask.; 
G. W. J. Fiddes, Toronto, Ont.; M. M. Fisher, Graven- 
hurst, Ont.; W. W. Fleck, Dalhousie, N.B.; H. A. 
Fraser, Bridgewater, N.S.; Mr. Jacques O. Gagnon, 
Montreal, Que.; J. A. Ganshorn, Vancouver, B.C4 Léon 
Gérin-Lajoie,; Montreal, Que.; A. M. Goodwin, Winnipeg, 
Man.; Norman H. Gosse, Halifax, N.S.; A. R. Grant, 
Summerside, P.E.I.; H. G. Grant, Halifax, N.S.; W. G. 
Gray, Sarnia, Ont.; W. R. Lynn Gunn, Vancouver, B.C.; 
H. G. Hall, Toronto, Ont.; G. W. Halpenny, Montreal, 
Que.; J. J. Hamelin, North Battleford, Sask.; R. I. 
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Harris, Toronto, Ont.; M. C. Harvey, Kitchener, Ont.; 
A. C. Hill, Sherbrooke, Que.; G. E. Hobbs, London, Ont. ; 
W. B. Howatt, Summerside, P.E.I.; O. M. Irwin, Swift 
Current, Sask.; Eyjolfur Johnson, Selkirk, Man.; W. V. 
Johnston, Lucknow, Ont.; A. D. Kelly, Toronto, Ont.; 
H. W. Kerfoot, Smiths Falls, Ont.; M. O. Klotz, 
Ottawa, Ont.; Mr. Jean-Luc Leblanc, Montreal, Que.; 
J. R. Lemieux, Quebec, Que.; D. Sclater Lewis, Montreal, 
Que.; J. G. B. Lynch, Sydney, N.S.; E. K. Lyon, 
Leamington, Ont.; William Magner, Toronto, Ont.; R. 
H. Malyon, Toronto, Ont.; Leonard Miller, St. John’s, 
Nfid.; E. §S. Mills, Montreal, Que.; H. V. Morgan, 
Calgary, Alta.; A. R. Morton, Halifax, N.S.; W. B. 
McBride, Kensington, P.E.I.; D. N. MacCharles, Medi- 
eine Hat, Alta.; E. C. McCoy, Vancouver, B.C.; C. F. 
McCulloch, Lestock, Sask.; E. A. MeCusker, Regina, 
Sask.; M. T. Macfarland, Winnipeg, Man.; H. E. 
MacDermot, Montreal, Que.; D. F. MacDonald, Yar- 
mouth, N. S.; Eric W. Macdonald, Reserve, N.S.; Jack 
McKenty, Winnipeg, Man.; K. A. MacKenzie, Halifax, 
N.S.; W. C. MacKenzie, Edmonton, Alta.; D. G. 
MeKerracher, Regina, Sask.;° W. J. P. MacMillan, 
Charlottetown, P.E.I.; Harris MePhedran, Toronto, Ont.; 
R. M. Parsons, Red Deer, Alta.; Frank P. Patterson, 
Vancouver, B.C.; H. H. Pierce, Charlottetown, P.E.I.; 
J. B. Poole, Woodstock, Ont.; H. A. L. Portnuff, York- 
ton, Sask.; C. H. Pottle, St. John’s, Nfld.; J. H. M. 
Rice, Campbellton, N.B.; J. W. Richardson, Calgary, 
Alta.; R. W. Richardson, Winnipeg, Man.; H. D. 
Roberts, St. John’s, Nfld.; R. B. Robson, Walkerville, 
Ont.; E. F. Ross, Halifax; N.S.; T. C. Routley, Toronto, 
Ont.; Jean Saucier, Montreal, Que.; G. I. Sawyer, St. 
Thomas, Ont.; D. L. Scott, Winnipeg, Man.; W. DeM. 
Seriver, Montreal, Que.; L. A. Sigurdson, Winnipeg, 
Man.; G. F. Skinner, Saint John, N.B.; F. Hartley 
Smith, Winnipeg, Man.; M. R. Stalker, Ormstown, Que. ; 
R. A. Stanley, Vancouver, B.C.; J. C. Thomas, Van- 
couver, B.C.; D. A. Thompson, Bathurst, N.B.; P. H. T. 
Thorlakson, Winnipeg, Man.; F. A. Turnbull, Vancouver, 
B.C.; M. Tuttle, Lethbridge, Alta.; A. F. VanWart, 
Fredericton, N.B.; R. P. Walker, Prescott, Ont.; John 
Walsh, Manuels, Nfid.; R. Vance Ward, Westmount, 
Que.; W. P. Warner, Ottawa, Ont.; G. L. Watson, Van- 
ecouver, B.C.; F. E. Werthenbach, Unity, Sask.; Lorne 
Whitaker, St. Catharines, Ont.; C. C. White, Chatham, 
Ont.; G. M. White, Saint John, N.B.; F. L. Whitehead, 
Saint John, N.B.; J. B. T. Wood, High Prairie, Alta.; 
M. A. R. Young, Lamont, Alta. 


The Chairman welcomed the delegates to 
General Council as did also the President, Dr. 
J. F. C, Anderson, and the President-Elect, Dr. 
Norman H. Gosse. 


DELEGATE FROM THE B.M.A. 


A very cordial weleome was extended to Sir 
Hugh Cairns, the official fraternal delegate from 
the British Medical Association. Sir Hugh 
carried greetings from the B.M.A. and expressed 
regret that he could not remain over for the 
Annual General Meeting on Wednesday evening. 
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REPORT OF THE COMMITTEE 


ON ARCHIVES 


Mr. Chairman and Members of General Council :— 


c Your Committee reports with deep regret the 
loss of the following members by death during the 


past year: 
Alford, A. A., Oakville, Man. 
Alport, E. B., Regina, Sask. 
Ardiel, A. E., Okotoks, Alta. 
Arthur, J. R., Collingwood, Ont. 
Atkinson, E. T., Barrie, Ont. 


Banfill, Stanley A., East Angus, Que. 


Barnhill, H. B., Bayfield, N.B. 
Bernier, Alphonse, Montreal, Que. 
Bird, Grant L., Oshawa, Ont. 
Braithwaite, E. A., Edmonton, 
Member of C.M.A.). 
Broe, L., Hammond, B.C. 
Buchanan, D. W., Bath, N.B. 
Buck, H., London, Ont. 

Burrows, F. L., Regina, Sask. 
Campbell, I. Glen, Vancouver, 
Member of C.M.A.). 

Chabot, F. X. E., Quebec, Que. 
Chalmers, R. K., Miniota, Man. 
Cheney, Hill H., Vancouver, B.C. 


(Senior 


(Senior 


Chipman, W. W., Montreal, Que. (Senior Member 


of C.M.A.). 
Chisholm, H. D., Springville, N.S. 
Chute, F. F., Canning, N.S. 
Clare, Harvey, Guelph, Ont. 
Clark, J. S., Vancouver, B.C. 


Clouston, Howard R., Huntingdon, Que. 


Cock, J. L., Halifax, N.S. 
Coghlin, W. A., Trail, B.C. 
Colquette, C. B., Toronto, Ont. 
Comtois, Albert, Montreal, Que. 
Cook, J. W., Fort William, Ont. 
Dandurand, Rene, Montreal, Que. 


Donkin, Chas. A., Bridgewater, N.S. 


Donnelly, J. M., Saint John, N.B. 
Draeseke, G. C., Vancouver, B.C. 
Edwards, W. V., Roland, Man. 
Elkerton, F. J., Toronto, Ont. 


Ellis, Robert L., Jacquet River, Que. 


Enright, W. E., Westmount, Que. 
Fauteux, M., Westmount, Que. 
Fraser, Alexander M., Halifax, N.S. 
Fraser, M. S., Winnipeg, Man. 
Gagnon, Joseph, Buckingham, Que. 
Gendreau, J. E., Montreal, Que. 
George, W. E., Port Elgin, Ont. 
Gibson, George, Trail, B.C. 
Gibson, J. R., Toronto, Ont. 
Gillespie, W. F., Edmonton, Alta. 
Glanfield, W. J., Wallacetown, Ont. 
Goldie, W., Toronto, Ont. 
Graham, Dawson, Drumheller, Alta. 
Grant, H. A., Cape Breton, N.S. 
Hague, O. G., Winnipeg, Man. 
Harris, R. B., Copper Cliff, Ont. 
Henderson, E. M., Toronto, Ont. 
Henderson, J. E. C., Vancouver, B.C. 
Henry, Charles K. P., Toronto, Ont. 
Hess, L. R. Hamilton, Ont. 
Higgs, W. D., Victoria, B.C. 
Hignell, C. R., Welland, Ont. 
Hipwell, F. W. W., Toronto, Ont. 
Hutton, R. L. Brantford, Ont. 
Jeffrey, A. M., Ottawa, Ont. 
Johnston, C. W., Elkhorn, Man. 
Johnston, J. A. E., Tignish, P.E.I. 
Joliceur, Roland, Rosemount, Que. 
Kearns, P. J., Montreal, Que. 
Kellam, E. T., Niagara Falls, Ont. 
Kelly, C. M., Saint John, N.B. 
King, P. O., St. Thomas, Ont. 
Landry, Philippe, Montreal, Que. 
Lang, A. C., Vancouver, B.C. 
Lehto, W. S., Toronto, Ont. 
Loeb, Henry, Ottawa, Ont. 
Lyon, R. C., Haileybury, Ont. 
Magid, A., Niagara Falls, Ont. 
Marquis, J. A., Brantford, Ont. 
Martin, Alvin, Toronto, Ont. 
Morrison, M. C., London, Ont. 
Mulock, Gwen E., Toronto, Ont. 
Myers, A. R., Moncton, N.B. (Senior Member of 
C.M.A.). 
McAuley, A. G., Montreal, Que. 
McCabe, L. G., Windsor, Ont. 
McCormack, W. G., Toronto, Ont. 
McCullough, J. S., New Liskeard, Ont. 
MacDonald, D. R., Shediac, N.B. 
MacDonald, M., Thedford, Ont. 
MacDonald, P. A., Halifax, N.S. 
MacDonald, R. H., Saskatoon, Sask. 
McDonald, W. O., Saint John, N.B. 
MacDougal, J. A., Winnipeg, Man. 
McEvoy, 8. J., Wishart, Sask. 
McGarry, M. E., Cheticamp, N.S. 
McGillivray, N. B., Toronto, Ont. 
McGowan, C. H., North Bay, Ont. 
McGuffin, W. H., Calgary, Alta. 
MacKay, J. B., Edmonton, Alta. 
MacLeod, J. S., Vancouver, B.C. 
MeMillan, A. R., Sarnia, Ont. 
MacMillan, J. C., Winnipeg, Man. 
McPhedran, W. F., Toronto, Ont. 
McRae, C. E., Abbotsford, B.C. 
Nichol, R. M., Cornwall, Ont. 
Nicholson, J. R. W., Winnipeg, Man. 
Oswald, J. M., Toronto, Ont. 
Pedlow, W. L., Vancouver, B.C. 
Pickel, F. H., Sweetsburg, Que. 
Pim, F. G., St. Mary’s, Ont. 
Pope, E. L., Edmonton, Alta. (Senior Member 
of C.M.A.). 
Potts, E. B., St. Thomas, Ont. 
Prowd, C. W., Vancouver, B.C. 
Racicot, J. E., Montreal, Que. 
Ramsay, George A., London, Ont. 
Reford, Lewis L., Montreal, Que. 
Reid, H. A. L., Prince Albert, Sask. 
Rice, R. M., Vernon, B.C. 
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Richard, Fred A., Moncton, N.B. 

Russell, John F., Toronto, Ont. 

Russell, J. W., Toronto, Ont. 

Sadlier, J. F., Sarnia, Ont. 

Singleton, O. H., Lipton, Sask. 

Smith, P. F., Camrose, Alta. 

Soboloff, John, Toronto, Ont. 

Stewart, D. W., Sudbury, Ont. 

Suffel, S. C., Smiths Falls, Ont. 

Third, J. R., Kingston, Ont. 

Thornton, F. B., Toronto, Ont. 

Underhill, Thomas B., Moose Jaw, Sask. 

Walker, H. L., Paris, France (formerly of New 
Brunswick). 

Warner, E. N., Montreal, Que. 

Webster, J. C., Shediac, N.B. 

Welch, J. L., Govan, Sask. 

White, 8. T. ” Orangeville, Ont. 

Whitelaw, W. - Vancouver, B.C. 

Wilson, F, Ga Melita, Man. 

Wilson, George Hudson, Cloverdale, B.C. 

Wood, D. M., Limerick, Sask. 


All of which is respectfully submitted. 


H. E. MAcDERMOT, 
Chairman. 
Approved. 


REPORT OF THE EXECUTIVE 
COMMITTEE 


Dr. Magner took the Chair while the Chairman, 
Dr. McPhedran presented the Report of the Executive 
Committee, which was dealt with clause by clause. 


Mr. Chairman and Members of General Council :— 


%. The Executive Committee desires to present the 
following report: 


MEETINGS OF THE COMMITTEE 


3. Four meetings of the Executive Committee have 

been held since the last annual meeting, one in Saska- 

toon, one in Toronto, one in Ottawa and one in Halifax. 

The attendance at each meeting has been excellent. 
Approved. 


ANNUAL MEETING, 1949 


4. The Eightieth Annual Meeting was held in the 
Bessborough Hotel, Saskatoon, during the week of June 
13, 1949. The registration included 937 doctors and 296 
ladies, bringing the total attendance to 1,233. 


5. The General Council met on Monday and Tuesday, 
June 13 and 14, 1949, with 102 delegates present from 
the nine Divisions out of a total Council membership of 
135. The Newfoundland Medical Association was wel- 
comed into complete affiliation as our tenth Division. 


6. Round Table Conferences were held for one hour 
and a half on the mornings of Wednesday, Thursday and 


Friday, and were followed by General Sessions. The 
afternoons were devoted principally to Sectional 
Meetings. 


% The President and Mrs. Anderson and all those 
associated with them are to be congratulated on having 
planned and carried through a convention which was so 
successful from the point of view of a well balanced 
scientific program, entertainment and general arrange- 
ments. On behalf of all who were present, the General 
Council will desire, no doubt, to record its thanks to 
our Saskatoon hosts and hostesses. 
Approved. 


BRITISH COMMONWEALTH MEDICAL CONFERENCE 


8. As a prelude to the annual meeting of 1949, the 
first British Commonwealth Medical Conference was held 
in Saskatoon on June 7, 8, and 9, 1949, and was attended 
by the following: 





President - Dr. Jack F. C. Anderson, 


Saskatoon. 
Secretary - Dr. T. C. Routley, Toronto. 


Australia Dr. J. G. Hunter, General 
Secretary, Federal Council of 
the British Medical Association 
in Australia, Sydney, N.S.W. 


Dr. William Magner, President, 
Canadian Medical Association, 
Toronto. 
Dr. J. Harris McPhedran, 
Chairman of General Council, 
Canadian Medical Association, 
Toronto. 
Ceylon Dr. C. C. deSilva, President, 
British Medical Association, 
Ceylon Branch, Colombo, Ceylon. 
Eire Dr. P. J. Delaney, Secretary, 
Medical Association of Eire, 
Dublin, Eire. 
Dr. H. Guy Dain, Chairman of 
Council, British Medical Asso- 
ciation, London. 
Dr. Charles Hill, 
British Medical 
London. 
Dr. 8S. C. Sen, Hon. Secretary, 
Indian Medical Association, 
New Delhi, India. 
Newfoundland Dr. Howard Drover, 
Roberts, Newfoundland. 


Dr. J. O. Mercer, Chairman of 
Council, British Medical Asso- 
ciation, New Zealand Branch, 
Wellington, New Zealand. 
Pakistan Dr. N. Ahmed, President, 
Pakistan Medical Association, 
Chittagong, East Pakistan. ; 
South Africa Dr. A. H. Tonkin, Secretary, 
Medical Association of South 
Africa, Cape Town, S.A. 
Dr. E. S. Dismorr, Hon. 
tary, Mashonaland’ Branch, 
British Medical Association, 
Salisbury, Southern Rhodesia. 


Canada 


Great Britain 


Secretary, 
Association, 


India 


Bay 


New Zealand 


Southern Rhodesia Seere- 


9. A most interesting program was presented dealing 
largely with the medical scene in Canada. 


10. All the delegates remained over for our annual 
meeting. The success of the convention was consider- 
ably enhanced by their presence and the privilege of 
hearing from each of them. : 


11. It was agreed that the second British Common- 
wealth Medical Conference would be held in Brisbane, 
Australia, in May, 1950. General Council appointed the 
Chairman, Dr. Harris McPhedran, and the General Secre- 
tary, Dr. T. C. Routley, as the two official delegates 
from the Canadian Medical Association. A _ supple- 
mentary report from these delegates will be presented 
to the General Council. 
Approved. 


Dr. Harris MePhedran gave a report of the 
British Commonwealth Medical Conference held in 
Brisbane, Australia in May, 1950, as follows: 


BRITISH COMMONWEALTH MEDICAL CONFERENCE 
SECOND ANNUAL MEETING 


BRISBANE, MAY 23 - 25, 1950 


The Second Annual Meeting of the British Com- 
monwealth Medical Conference was held in the Choral 
Room of lLennon’s Hotel, Brisbane, Queensland, 
Australia, commencing at 9.30 a.m., Tuesday, May 23, 
1950, and concluding at 5.30 p.m., Thursday, May 25, 
1950. 
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The Officers of the Conference were: 


Chairman: Sir Victor Hurley, President, British 
Commonwealth Medical Conference, and President, 
Federal Council of the British Medical Association in 
Australia. 

Deputy Honorary Secretary-Treasurer: Dr. A. 
Macrae, Deputy Secretary, British Medical Association 
(deputizing for Dr. Charles Hill). 

Local Organizing Secretary: Dr. J. G. Hunter, 
General Secretary, Federal Council of the British Medi- 
eal Association in Australia. 


The Delegates present were: 


Australia: Dr. H. R. R. Grieve, member of the 
Federal Council of the British Medical Association in 
Australia, Undercliffe, Sydney, N.S.W. Dr. A. E. Lee, 
member of the Federal Council of the British Medical 
Association in Australia, Wickham Terrace, Brisbane, 
Queensland. 


Canada: Dr. Harris MePhedran, Chairman of 
General Council, Canadian Medical Association, Medical 
Arts Building, Toronto 5, Ontario. Dr. T. C. Routley, 
General Secretary, Canadian Medical Association, 135 
St. Clair Avenue, West, Toronto 5, Ontario. 


Great Britain: Dr. E. A. Gregg, Chairman of 
Council, British Medical Association, Tavistock Square, 
London, W.C.1, England. 


India: Dr. 8. C. Sen, Honorary Secretary, Indian 
Medical Association, 1 Barakhamba Road, New Delhi, 
India. : 

New Zealand: H. K. Pacey, Esq., F.R.C.S., Honor- 
ary General Secretary, British Medical Association, New 
Zealand Branch, Box 156, Wellington, New Zealand. 

Pakistan: Dr. N. Ahmed, President, Pakistan 
Medical Association, Chittagong, East Pakistan. 

South Africa: Dr. A. H. Tonkin, Medical Secre- 
tary, Medical Association of South Africa, 35 Wale 
Street, Cape Town, South Africa. 

Southern Rhodesia: Dr. G. A. Jamieson, 4 Chil- 
ham Court, P.O. Box 552, Buluwayo, Southern Rhodesia. 


Apologies were received from the Ceylon and 
Eire Medical Associations. 


The Chairman, in extending a warm welcome to 
the delegates, expressed regret that the representatives 
cf Ceylon and Eire had not been able to be present. 


The Chairman then referred to the purpose for 
which the conference had been established and said 
that it was true to say that much of the present 
unsettled state in world affairs was very largely due 
to lack of knowledge and appreciation among the 
nations of the special national problems affecting 
every country. This was mainly due to disturbed 
conditions following the war, and it was felt that in 
the solution of these problems the medical profession 
could play a part not only from the medical point of 
view but also from the point of view of the general 
welfare of the community. In the field of medicine 
fraternal relationships existed between members of the 
medical profession and they thus could exercise con- 
siderable influence for good quite out of proportion 
to their actual numbers. Conditions of life and work 
varied considerably in the different countries but 
human nature was much the same the world over; the 
real value of any new theories or plans could best be 
judged by practical experience and the assessment of 
the results which followed their application. 


The papers and addresses to be given at the 
meeting would outline how some of the medical and 
social problems were being dealt with in Australia. 
It might be that the visiting delegates would learn 
something of value, and Australia certainly hoped to 
learn from them in the exchange of views. 


The Chairman then read a messagé of greeting 
from the Medical Association of South Africa, and 
the delegates present also conveyed warm greetings 
from their Associations. 


A. General Business: 


(1) Sharing of Expenses of Meeting.—In a letter 
forwarded several months previously to constituent 
associations, Dr. Charles Hill, the Honorary Secretary- 
Treasurer, submitted a tentative estimate of the ex- 
penses of the conference, and in doing so made the 
suggestion that if any delegate were not present and 
the expenses were thus reduced, the amount of the 
reduction be credited to Great Britain, who carried the 
heaviest load. In this statement it was estimated that 
the total expenses, including subsistence of £3 sterling 
per day, would work out at £4,305. This amount in- 
cluded a total of £893 for Ceylon and Eire. Taking 
the total of £4305 and allotting it on the basis agreed 
upon at Saskatoon, the proportion worked out as 
follows: 


DRI 60h s8ixieannedes £ 538, 3, 0 
GE sce ccenxenasaseine £ 602, 14, 0 
TE: sundetevecavaeekos £ 43, 1, 0 
BG  tedaew canons icin’ £ 129, 3, 0 
Dees Reiteis. ...006060%rs £2,303, 3, 0 
BED. Nadine eines wesaivouns £ 86, 2, 0 
POW MOAR ccc cccseen £ 236, 15, 0 
og Teer ey Te Tee £ 43, 1,0 
Mewth AEG .iccsicces ves £ 279, 17, 0 
Southern Rhodesia ....... £ 43, 1, 0 


Deducting from £893 the sum of £152, 4, 0 represent- 
ing the allocation to Ceylon and Eire of their share 
of the total, which it was assumed they would not be 
asked to pay, the net surplus would be £720, 16, 0. 
Deducting this amount from Great Britain’s share 
would mean that Great Britain would be required to 
pay £1,583, 7, 0. It was unanimously agreed to accept 
this arrangement of the sharing of the costs. 

(2) Future Meetings of the Conference.—(a) It 
was decided to accept the invitation of the Medical 
Association of South Africa to hold the next conference 
at Johannesburg on July 11 to 13, 1951. In regard to 
this conference it was decided to recommend to the con- 
stituent Associations that the Meeting be spread over 
four days, the first and last sessions to be free of formal 
papers. (b) It was decided that the question of holding 
meetings subsequent to the meeting in South Africa 
in 1951 be referred to the constituent Associations for 
consideration, having regard particularly to the fact 
that an invitation had been extended by the Indian 
Medical Association to hold a meeting in India, pref- 
erably in 1952, or in 1953, and also that it was the 
desire of the New Zealand Branch of the British 
Medical Association to hold a meeting in the near 
future in New Zealand. 


(3) Assistance to Constituent Member Nations.— 
A communication was received from the Pakistan 
Medical Association suggesting that the British Com- 
monwealth Medical Conference might devise ways and 
means to enable the National Medical Associations of 
the Commonwealth countries to act as a single body 
in an emergency to come to the help of the country of 
a member association, ¢.g., during severe epidemics or 
any catastrophe like an earthquake, or in the event of 
aggression by another nation. It was suggested that 
help might be forthcoming by, inter alia, supply of 
drugs and equipment, the sending of medical missions, 
and approaching national and international organiza- 
tions, such as the Red Cross, World Health Organiza- 
tion and the World Medical Association. After very 
full and frank discussion it was decided that the con- 
ference was in complete sympathy with the views ex- 
pressed by the Pakistan Medical Association, and that 
it would be the desire of the member nations within 
the British Commonwealth to do all within their 
power to meet the needs of a member nation. 


(4) Medical Licentiates of India.—Request by Dr. 
A. N. Roy, President of the Bengal Provincial Branch 
of the All-India Medical Licentiates’ Association, that 
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all bans that stand in the way of advancement of this 
class of medical practitioner from Commonwealth 
Education institutions be removed. A communication 
was received from Dr. Roy requesting that all bans that 
stand in the way of advancement of members of the 
All-India Licentiates’ Association from Commonwealth 
Education institutions be removed, as by so doing the 
goodwill of the largest section of the statutorily qualified 
medical practitioners of India, who form about 50% of 
the membership of the Indian Medical Association would 
be gained. After a full discussion it was decided to 
inform Dr. Roy that postgraduate study facilities were 
a matter for each country concerned, but that his re- 
quest had been sympathetically considered by the 
conference and that it was the opinion of conference 
that member countries within the British Common- 
wealth of Nations were anxious to make available post- 
graduate study facilities within their areas to other 
member countries to the degree that this was possible, 
having regard to the postgraduate requirements of their 
own students. 


(5) Proceedings of the conference.—It was de- 
cided that a statement embodying the proceedings of 
the conference should be drawn up, and a copy handed 
to Delegates to take back with them. 


B. Formal Papers: 


The following formal papers were presented to 
the conference: 


(1) The Right Honourable Sir Earle Page, 
G.C.M.G., C.H., M.B., Ch.M., F.R.C.S., F.R.A.C.S., Min- 
ister for Health of the Commonwealth of Australia, 
delivered an address entitled ‘‘A new conception of 
a National Health Scheme for Australia’’. He stated 
that his conception was based on a combination of 
Government aid with nation wide voluntary insurance 
against sickness and disease, involving a partnership be- 
tween the Government and the individual, which is a 
recognition of the obligations of both the State and the 
individual in a national health scheme. The essential 
factors of a satisfactory solution of a National Health 
Scheme, and of the necessity of a new approach in- 
volving voluntary insurance were dealt with at some 
length. The details of the proposed medical benefits 
scheme, together with the method of its implementa- 
tion were fully discussed. Figures were given for the 
costs of existing schemes in Great Britain and New 
Zealand for comparison with projected costs in 
Australia. 


(2) Dr. H. R. R. Grieve, Member of the Federal 
Council of the British Medical Association in Australia, 
presented a paper on ‘‘The Medical Profession’s fight 
against socialized medicine in Australia’’, in which 
he gave a comprehensive account of the different 
stages of the fight which had been waged by the medi- 
cal profession in Australia since 1937 against threats 
of socialization, and discussed the lessons to be learned 
from the results. 


(3) Dr. J. K. Maddox, Past President, British 
Medical Association, New South Wales Branch, dis- 
cussed ‘‘ Medical Education in Australia’’, presenting 
a historical survey of the development of the four 
medical schools in Australia, together with an account 
of the curricula and standards of medical education in 
Australia and a comparison with those of other 
countries. 


(4) Colonel A. M. McIntosh, President, the Aus- 
tralian Postgraduate Federation in Medicine, Sydney, 
read a paper on ‘‘Postgraduate Medical Education in 
Australia’’, including a survey of its development and 
a broad account of the facilities now available to 
local graduates, as well as to visitors from overseas. 


(5) Dr. Mervyn-Archdall, Editor, The Medical 
Journal of Australia, gave an account of ‘‘ Medical 
Journalism in Australia’’, with special reference to The 
Medical Journal of Australia, of which he is the Editor. 
He gave a short history of this Journal from the time 
of its first publication in July, 1914, and mentioned the 
other Journals which are published in Australia. The 





activities of the Australasian Medical Publishing Com- 
pany Limited, the Company established by the British 
Medical Association in Australia for the publication of 
The Medical Journal of Australia, were described. 


(6) Dr. C. E. Cook, Commonwealth Health De- 
partment (Australia), discussed ‘‘ The Problem of Tropi- 
cal Diseases in Australia, with special reference to the 
care of the aboriginal population’’. He presented a 
detailed account of the historical development of the 
northern or tropical part of Australia, and its problems 
in relation to climate and population, and discussed the 
history of the three main medical problems of the area, 
i.e., malaria, hookworm and leprosy. 


(7) Dr. G. Simpson, Honorary Secretary, Federal 
Council, Flying Doctor Service of Australia, read a 
paper on ‘‘The Flying Doctor Service in Australia’’, 
which was regarded as the highlight of the conference. 
His historical and factual account of this Service, 
which is unique in the world, was interspersed with 
numerous illustrations, a recording of an actual radio 
consulting session, a sound film of an emergency flight, 
and demonstrations of the actual wireless equipment 
used. 

Also in attendance were the Very Reverend Dr. 
John Flynn—‘‘Flynn of the Inland’’—who was re- 
sponsible for the creation of the Service, and Dr. Alan 
Vickers, the Flying Doctor, now stationed at Charle- 
ville, both of whom gave short addresses. 


(8) Dr. A. E. Lee, Member of the Federal Coun- 
cil of the British Medical Association in Australia, 
gave an account of ‘‘The Public Hospital System in 
Queensland’’, in which he told of the replacement of 
an honorary system of hospital service by a method of 
staff payments, and the development and implications 
of a completely free hospital service to every person 
who desires it. 


(9) Professor Lorimer Dods, Professor of Child 
Health, the University of Sydney, discussed an aspect 
of Child Health in Australia in a paper on ‘‘Con- 
genital Malformations following Rubella, and other 
noxious influences during Pregnancy’’, which was pre- * 
sented as an account of recent research work in 
Australia on this important matter. This particular 
research was initiated by an Australian, Dr. Norman 
E. Gregg, in the course of a busy medical practice. 

(10) Sir John Newman Morris, President of the 
Medical Board of Victoria, in a talk on ‘‘ Medical 
Registration in Australia’’, discussed the various pro- 
visions of the Medical Practitioners’ Act in the dif- 
ferent States. 


(11) Dr. A. Macrae, Deputy Secretary of the 
British Medical Association, discussed ‘‘The Medical 
Bill, 1950, U.K.’’, with its provision for the require- 
ment of postgraduate hospital experience before grant- 
ing of full registration. : 

(12) Dr. W. F. Simmons, Member of the Federal 
Council of the British Medical Association in Australia, 
read a paper on the ‘‘Organization of the Medical Pro- 
fession in Australia’’. He described the development of 
the six Branches of the British Medical Association in 
Australia, and of the Federal Council, the latter body 
acting for and on behalf of the Branches in matters 
affecting the profession as a whole, with remarks on the 
Australasian Medical Congresses and the Government 
Medical Services. He submitted that the organization 
of the profession in Australia should be regarded as one 
unit in the organization of the medical profession of the 
British Commonwealth of Nations. 

A discussion ensued after the reading of each 
paper. 


C. Social Functions: 


During the Conference the Delegates were the 
guests of the Federal Council of the British Medical 
Association in Australia to lunch on each of the three 
days, and to dinner on the final night. Subsequently, 
all Delegates attended a meeting of the Federal Council 
and the Australasian Medical Congress, with its aec- 
companying social activities. 
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D. Conclusions: 
For Australia the session was historic as being 
the first held in this country. 


The most striking impression of the Conference 
was that of the spontaneous readiness of member nations 
to unite in strengthening the influence of the British 
Commonwealth in world affairs. The atmosphere of the 
conference was pervaded by the central idea that morally 
and physically the British Commonwealth was still at 
once the most compact and the most comprehensive world 
influence for peace. 

The British genius for the rule of the unwritten 
law was exemplified by the unanimous agreement of the 
conference, not however expressed in finite resolutions, 
that the medical professions of all member nations would 
come to the assistance of the profession of any member 
nation adversely affected by civil or martial emergency. 

There was evidence and agreement amongst all 
the Delegates that the value of the results both spiritual 
and professional of this Conference was increasing. 

J.G. HUNTER, 
Local Organizing Secretary. 
June 1, 1950. 


RE BRITISH COMMONWEALTH MEDICAL CONFERENCE, 1951 


In considering the next British Commonwealth 
Medical Conference to be held in South Africa on July 
11 to 15, 1951, the Executive Committee passed the 
following resolution: 

‘‘That the Canadian Medical Association partici- 
pate in the British Commonwealth Medical Con- 
ference to be held in South Africa on July 
11 to 15, 1951.’’ 

Moved by Dr. Magner, seconded by Dr. Scriver, 

That this General Council endorse the recom- 

mendation of the Executive Committee that the 

Canadian Medical Association participate in the 

British Commonwealth Medical Conference to 

be held in South Africa next year. Carried. 


ANNUAL MEETING, 1950 


12. Several months ago, the President-Elect and Mrs. 
Gosse began the task of arranging for the Eighty-first 
Annual Meeting of The Association to be held in Hali- 
fax. The local committees have been quite active and 
present indications point to an excellent meeting. 


13. The Central Program Committee under the Chair- 
manship of Dr. H. K. Detweiler commenced preparations 
for the scientific program early in the autumn of 1949. 
This is a task which involves many meetings and a vast 
amount of correspondence and clerical work. The com- 
pleted program, in which 131 speakers are participating, 
indicates the result of the Committee’s efforts. In this 
undertaking the local Program Committee in Halifax 
has rendered valuable service and exemplary co-operation. 
Approved. 


THE OSLER LECTURE 


14. On the nomination of the Committee on Awards, 
Lectures and Scholarships, of which Dr. Duncan Graham 
of Toronto is Chairman, Dr. George W. Thorn of Boston, 
Mass., was invited to give the Osler Lecture in General 
Session this year. The members of General Council 
will learn with satisfaction that Dr. Thorn has accepted 
the invitation and will desire to extend to him a cordial 
welcome to Halifax. 
Approved. 


FUTURE ANNUAL MEETINGS 
15. In conformity with previous decision, particulars 
regarding future annual meetings may now be reported 
as follows: 


1951, MONTREAL 


16. Arrangements have been completed with the 


Mount Royal Hotel as headquarters for the meeting 
during the week of June 17, 1951, in Montreal. 
Approved. 





1952, ALBERTA 


17. Banff Springs Hotel has been selected as the place 
of our annual meeting for 1952. Plans are also in hand 
to secure the facilities of the Chateau, Lake Louise. 
It is hoped that by utilizing both hotels and other avail- 
able housing those who wish to attend may be accom- 
modated. 


Approved. 
1953 
18. ~The annual meeting for this year has been 
scheduled for Winnipeg. 
Approved. 
1954 


19. The annual meeting for this year has been 
scheduled for Vancouver. 


Approved. 


CoNJOINT B.M.A.-C.M.A. MEETING, 1955 


20. The British Medical Association has accepted an 
invitation to meet conjointly with the C.M.A. in Toronto 
in June, 1955. An invitation was extended to the 
American Medical Association to join in making this a 
tri-partite convention, but the A.M.A. reported with 
regret that its constitution would not permit of an 
annual meeting being held outside of the United States 
of America. However, our American colleagues assure 
us that a large delegation may be expected from their 
country. 
Approved. 


The General Secretary reported that the neces- 
sary facilities of the Royal York Hotel have been 
secured for the week of June 21, 1955. Indications at 
the present time point to a highly satisfactory meet- 
ing. Officials of the British Medical Association have 
expressed pleasure at the prospect of a joint meeting 
with the C.M.A. in Canada and an invitation will be 
extended to the American Medical Association to send 
delegates, the number depending upon the amount of 
available accommodation, 


ANNUAL MEETINGS OF THE DIVISIONS 


21. The President and Mrs. Anderson, accompanied by 
the General Secretary, attended Divisional Annual Meet- 
ings during the year 1949 as follows: 


Saskatchewan Division, Saskatoon—June 13 to 17. 

New Brunswick Division, Fredericton—August 30, 
31, September 1. 

Prince Edward Island Division, Charlottetown— 
September 3. 

Nova Scotia Division, White Point Beach— 
September 6, 7, 8 and 9. 

Saskatchewan Division (Autumn Session), 
Regina—September 15, 16 and 17. 

Manitoba Division, Winnipeg—September 19, 20, 
21 and 22. 

Alberta Division, Edmonton—September 20, 21, 
22 and 23. 

British Columbia Division, Victoria—September 
27, 28, 29 and 30. 

Quebee Division, Montreal—April 22 and 23. 

Ontario Division, London—May 20 to 25. 


The President reports that, from point of view of 
attendance, program and hospitality, all of these meet- 
ings were highly successful. 


Approved. 





ANNUAL MEETINGS OF DIVISIONS, 1950 


22. The following schedule of Divisional 
Meetings has been arranged for the year 1950: 


Quebec Division, Quebec—May 5 and 6. 

Ontario Division, Ottawa—May 15 to 19. 

New Brunswick Division, Campbellton—August 
24, 25 and 26. 

Prince Edward Island Division, Charlottetown, 
August 28 and 29. 


Annual 
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Newfoundland Division, St. John’s—August 31, 
September 1 and 2. 
Nova Scotia Division (business meeting), Halifax 
—September 7 and 8. 
Saskatchewan Division, Saskatoon—September 14, 
15 and 16. 
Alberta Division, Calgary—September 19, 20, 21 
and 22. 
British Columbia Division, Vancouver 
26, 27, 28 and 29. 
Manitoba Division, Winnipeg—October 3, 4 and 5. 
In addition to the provision of three scientific 
speakers by the C.M.A., it is anticipated that all the 
meetings will be attended by the President and General 
Secretary. 
Approved. 





September 


SENIOR MEMBERS 


23. In accordance with the provision of Chapter II, 
Section 3 of the By-Laws, the following were recom- 
mended by their Divisions and elected by the Executive 
Committee as Senior Members, at its regular meeting 
held in Ottawa on March 27 and 28, 1950: 


Dr. F. M. Auld, Nelson, B.C. 

Dr. G. D. Stanley, Calgary, Alta. 

Dr. J. G. Warren, Canora, Sask. 

Dr. John A. Gunn, Winnipeg, Man. 
Dr. H. M. Torrington, Sudbury, Ont. 
Dr. W. W. Francis, Montreal, Que. 
Dr. O. R. Peters, Rothesay: N.B. 

Dr. Daniel Murray, Tatamagouche, N.S. 
Dr. 9. W. Williamson, Yarmouth, N.S. 
Dr. N.S. Fraser, St. John’s, Nfid. 
Approved. 


MEMBERSHIP 


24. It will be recalled that the annual fee was re- 
stored to its former level of $10.00, effective January 1, 
1950. In passing, members of General Council may be 
interested to know that the annual fee of the American 
Medical Association, which includes Fellowship and 
the Journal, is $37.00. 


25. The following is a statement of membership for 
the calendar year 1949, and for the year 1950 up to 
May 1: 











Province Paid 1949 Paid 1950 Unpaid 1950 
British Columbia ... 956 856 180 
POVIORU. 6 646 Se Res Ss 779 746 1 
Saskatchewan ...... 620 629 
Manitoba ..60.cc6 5% 660 595 85 
CIETIO®. 2.2 sviewseces 3,985 3,484 536 
GEE. disc cceewsds 1,123 1,008 75 
New Brunswick .... 360 342 
Nova: Seotia ..66.0. 442 416 41 
Prince Edward 
EGIDNE, {eee cdeidlan 57 52 10 
Newfoundland ..... 98 1 
ROMER Reeiealeisiars 8,982 8,226 929 
Approved. 


DEPARTMENT OF VETERANS’ AFFAIRS 


26. On March 13, 1950, the Honourable Minister of 
the Department of Veterans’ Affairs announced in the 
House of Commons that, effective April 1, 1950, such 
beds as could be made available in Veterans’ Hospitals 
across Canada would be thrown open to non-entitled 
Veterans at a hospitalization cost of $8.65 per day. 
The announcement further indicated that, in addition to 
this cost, the Veterans would be obliged‘to pay for their 
medical care. 

At the Executive Committee meeting in Ottawa 
on March 27 and 28, the Director General of Treatment 
Services for the Department of Veterans’ Affairs, Dr. 
W. P. Warner, in outlining the plan, said he was not 
in a position at that time to indicate how the Doctors 
would be paid, but he made it clear that the hospitals 
would be considered as closed hospitals and, therefore, 





only D.V.A. staff Doctors would be permitted to treat 
the non-entitled veterans admitted under this new plan. 
Your Executive Committee did not feel that it was in a 
position to express approval of this plan, and, therefore, 
proposed that, for a period of a few months, medical 
liaison committees, representing D.V.A. staff Doctors 
and the medical profession generally, should examine 
and report upon the operation of the plan in each D.V.A. 
hospital centre. 


27. Dr. Warner approved of this suggestion in part. 
We quote from his letter to the General Secretary dated 
April 6: 

‘*T concur that it is highly desirable that the Cana- 
dian Medical Association be kept informed re- 
garding the workings of this Plan. With this end 
in view, I will be glad to send you, as Secretary 
of the Canadian Medical Association, all pertinent 
information regarding the Plan. 


‘*You have suggested that local committees be set 
up for each hospital. There does not appear to 
be any advantage in such local committees. This 
Department would welcome representatives from 
your local organizations, where our hospitals are 
situated, being appointed representatives to obtain 
information regarding the Plan locally. 


‘Tf you would be good enough to let me know what 
representatives in each area where we have a De- 
partmental hospital that you propose to name, I 
will inform the Chairman of the Medical Advisory 
Board of each hospital of the name of the repre- 
sentative or representatives to whom all available 
information regarding the workings of the Plan 
will be given.’’ 


28. As this report is being written, steps are being 
taken in the various Divisions to appoint representatives 
to examine the plan. In the event that these committees 
have anything to repert when General Council convenes, 
a supplementary statement will be made. 

After a lengthy discussion of this subject in 
the Executive Committee, the following resolution was. 
passed: 


‘‘That a committee of this Executive be named 
by the Chairman to co-ordinate the reports and 
recommendations from provincial representa- 
tives, studying the D.V.A. 12(d) Plan, and to 
present a factual report to General Council.’’ 


At the request of the Chairman, Dr. W. V. Johns- 
ton, Chairman of the special committee, presented the 
following report: 


SUPPLEMENTARY REPORT 


1. Liaison committees have been appointed in the 
area of all Departmental hospitals. These com- 
mittees have been studying the effect of the regu- 
lation with respect to the new 12(d) class of 
veteran patients for a period up to 2144 months 
since April 1. 
Although reports have not been received from all 
liaison committees, it is evident that relatively few 
veteran patients have taken advantage of the new 
regulation and that the majority of these are 
located in those provinces where compulsory hos- 
pital care insurance is in effect and where little 
immediate financial outlay by the patient is re- 
quired. 

3. It is further evident that the medical profession 
seriously distrusts the plan both in respect to its 
present application and its ultimate implications. 
4. Strongly worded resolutions condemning the new 

regulation have been received from; The New 

Brunswick Division, The Vancouver Medical <As- 

sociation, and The Victoria Medical Society. 

The Chairman asked Dr. W. P. Warner, Director 
General of Treatment Services D.V.A. to speak to this 
section of the report. Dr. Warner gave the following 
information: 

— This plan was put into effect on April 1, 1950. 
It is a tentative plan and there was no definite scheme 
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set out. In fact, the Government instructed the 
Doctors to work out their own scheme. 

— The D.V.A. Hospitals are teaching hospitals 
in complete liaison with the Universities. In opening 
D.V.A. hospitals to all Doctors, as would be necessary 
under the ‘‘Doctor of Choice’’ plan, their position as 
teaching hospitals would be jeopardized. 

— The hospitalization fee is $8.65 per day. 

— There are now 72 patients in D.V.A. Hos- 
pitals, and the number is steadily increasing. 

—In June, 1949, D.V.A. was under the im- 
pression that the C.M.A. had approved this whole 
plan in principle. 

Note: The C.M.A. Transactions for 1949, Section 

21, pages 7 and 8 do not confirm this 
statement. This section reads as follows: 

‘*The second proposal related to the desire of the 
Department of Veterans’ Affairs to provide pre- 
paid medical and hospital care for groups of 
veterans and their dependents. This matter 
was also thoroughly debated and the following 
resolution was passed by the Executive Com- 
mittee: 

‘Whereas this Association approves of the 
principle of voluntary prepaid medical care 
and whereas the Association approves of 
such medical care protection being sought 
through existing voluntary prepaid medical 
care plans which are approved by the medical 
profession, be it recommended that the medical 
care plans give favourable consideration to 
the proposals ’.’’ 

Approved. 

In the discussion which followed, Dr. Mills asked 
for information on how many of the D.V.A. Hospitals 
do undergraduate teaching. Dr. Warner replied that 
undergraduate teaching at Dalhousie, McGill, Queen’s, 
Western Ontario and Manitoba was carried out to some 
extent in Departmental Hospitals. 

Dr. Warner further stated that there are at 
present 170 interns in D.V.A. Hospitals, 44% of whom 
are applying for Fellowship in the Royal College of 
Physicians of Canada and 36% for certification as 
specialists. 

At the present time there is 88% occupancy in 
D.V.A. Hospitals and it is believed that there will be an 
increase for the next five years. 

With regard to the fear of this leading to State 
Medicine, Dr. Warner stated that it was, in fact, op- 
posed to State Medicine. 

‘At one time there were 1,000 Doctors in D.V.A. 
and only 160 were on full time. In no sense are 
the part-time Doctors State employees. Since the 
‘Doctor of Choice’ plan came into effect 
$4,330,000 has been paid to Doctors under this 
plan. We are doing our best to work this out 
and what bothers me more than anything else is 
this split in the medical profession.’’ 

With regard to the claim that patients remain 
longer in D.V.A. Hospitals than in civilian hospitals, thus 
increasing the cost—if there is any way of cutting this 
down Dr. Warner said he would be glad to do it. In 
cases where there is a long stay in hospital, it is a matter 
of rehabilitation. The average patient remains in hos- 
pital 9.2 days, which is very comparable to the stay in 
civilian hospitals. 

Several members of Council spoke in disap- 
proval of the plan stressing particularly that it cut 
across the principles enunciated by the C.M.A. 


Moved by Dr. Harris, seconded by Dr. V. Johnston, 
that the section of the Report of the Executive 
Committee dealing with Department of Veterans’ 
Affairs (paragraphs 26, 27 and 28) be referred 
back to the Executive Committee for further 
study and recommendation at a_ subsequent 
meeting of General Council. Carried. 


THE ARTHRITIS SURVEY 


29. At the last Annual Meeting the establishment of 
a Special Committee on Arthritis, under the Chairman- 


ship of Dr. E. 8. Mills, was authorized. As the major 

project of the Committee for the current year, a survey 

of the facilities for the treatment of arthritis in Cana- 
dian hospitals was carried out. Dr. Lester McCallum 
was engaged in this task of field work during the months 

of December, 1949 and January and February, 1950. A 

very comprehensive report has been evolved and the fol- 

lowing conclusions are presented for the information of 

General Council: 

CONCLUSIONS 

1. Facilities for the management of arthritics in 
Canada are inadequate. 

2. Diagnostic facilities for arthritic patients should 
be much improved in the medical wards of general 
hospitals. 

3. Management of cases requiring prolonged care 
should be in a special wing of a general hospital 
or a special hospital for the care of the chronically 
ill. 

4. In the case of special hospitals, these should be 

in close proximity to general hospitals in order 
that adequate services may be available. 
The long-term management of the arthritic can, 
in most cases, be carried out successfully by the 
general practitioner provided that the advice of a 
special team is available from time to time for 
consultation. 
6. The nucleus of this team should be an internist 
with an interest in arthritis (it is not necessary 
that he be a rheumatologist and it is not desirable 
that he restrict his interests solely to the rheumatic 
diseases), a physician specializing in physical 
medicine and an orthopedic surgeon. 

Because chronic arthritis is frequently perpetuated 

by environmental circumstances, any general 

scheme for treatment should embrace social 
services calculated to supervise patients in their 
homes. 

8. Adequate care of the arthritic in Canada depends 
primarily upon: 

(a) Provision of at least 1,000 beds across Canada 
housed in units adjacent to general hospitals 
having adequate diagnostic facilities. 

(b) The setting up of special teams to supervise 
the management of the cases and to advise 
the general practitioner as required. 

9. Requests should be made for adequate funds to 
provide not only a minimum of 1,000 beds in 
civilian hospitals in Canada, but to meet the cost 
of essential ancillary services—laboratory, investi- 
gation, physiotherapy, home and _ institutional 
nursing care, social services and occupational ther- 
apy. Your Committee believes that such a policy 
would pay high dividends in terms of productive 
man hours and salvage many that are now charges 
against the individual, the family and the state. 


Respectfully submitted on behalf of the Committee, 
EDWARD 8S. MILLS, 
Chairman. 


Moved by Dr. Mills, seconded by Dr. Church, 
that the report of the Arthritis Survey as 
amended, be adopted, and referred back to the 
Executive Committee for implementation. 
Carried. 


or 


“J 
. 


CANADIAN ASSOCIATION OF MEDICAL STUDENTS AND 
INTERNS 


30. As authorized by General Council, the assistance 
of the Secretarial Office has been afforded to CAMSI 
in the operation of the Canadian Intern Placement Serv- 
ice which functioned for the first time in 1949 on a 
national scale. This important activity of CAMST re- 
sulted in the placement of 336 graduate students in 38 
approved Canadian hospitals for their first internship 
commencing July 1, 1950. 

31. The merits of the Canadian Intern Placement 
Service are that it affords to hospitals and students a 
means of arranging internships well in advance, it pre- 
serves for Canadian hospitals a proportion of students 
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who would otherwise seek internships in the United 
States, and it affords an opportunity for the free ex- 
ercise of choice of both students and hospitals. Its 
disadvantage and weakness is that it is dependent on 
the full co-operation of a large number of hospital 
administrators and medical students. If either party 
seeks to obtain advantage by private arrangements or by 
breach of the rules, it imperils the success of the whole 
scheme. Experience gained with the Canadian Intern 
Placement Service during 1949 suggests that this is a 
worthy activity which should again be assisted by the 
Canadian Medical Association. 


22. The thirteenth Annual Conference of CAMSI was 
held in 1949 at the University of Western Ontario and 
the Assistant Secretary attended as the representative 
-of the C.M.A. All ten Canadian medical schools pro- 
viding the full course in Medicine are now members of 
CAMSI and the organization has assumed a truly 
national status. Reports indicating an active year were 
presented and very ably debated. Resolutions request- 
ing C.M.A. assistance on projects including summer 
employment with practitioners, payment of interns, and 
the desirability of implementing a standard system lead- 
ing to the award of medical degrees have been dealt 
with by your Executive Committee. 


33. It is a pleasure to welcome as delegates to this 
General Council Mr. Jacques Gagnon, University of 
Montreal, President of CAMSI, and Mr. Jean-Luc 
Leblanc, also of the University of Montreal, Vice- 
president of CAMSI. 

Approved. 


The two representatives of CAMSI, Mr. Gagnon 
and Mr. Leblanc, on invitation from the Chairman, 
addressed General Council, expressing their pleasure 
at the privilege of attending the sessions of General 
Council and their appreciation of the co-operation 
which their organization had received from the Cana- 
dian Medical Association. 


INCOME TAX 


34. In January, 1950, the Income Tax Committee, con- 
sisting of Dr. D. Sclater Lewis, Dr. E. S. Mills, Dr. T. 
C. Routley and Dr. A. D. Kelly, interviewed the Minister 
of Finance, the Minister of National Revenue, and senior 
officials of both Departments. Representations were made 
on the matter of the deduction of the expenses of post- 
graduate education, on the encouragement of investment 
in retirement funds and on the income taxes paid by 
the estates of deceased doctors. It is not possible to 
report any change in the attitude of the Ministers to 
postgraduate expenses. The Committee was encouraged 
to believe that some income tax relief may be antici- 
pated with respect to retirement contributions and an- 
nuity payments, but it will be noted that this is related 
to the discussion of pensions which is now before a 
Committee of the House of Commons. Acceptable modi- 
fication of the Income Tax Act had already been made 
to treat more equitably the income tax paid by the 
estates of deceased doctors. 


35. The Department of National Revenue is not dis- 
posed to reissue the official memorandum respecting 
Income Tax Returns by Members of the Medical Profes- 
sion, but responsible officials have confirmed the accuracy 
of a statement published in the March issue of the 
Canadian Medical Association Journal. The significant 
changes in the new regulations are: 


(a) A new system of depreciation called Capital 
Cost Allowance; 

(b) Elimination of the option to claim motor car 
expenses on a mileage basis; 

(c) Elimination of the maximum allowable cost of 
a motor car for depreciation purposes; 

(d) Elimination of the figure of 75% of expenses 
relating to a car used for both professional 
and personal purposes. The physician is now 
required to establish the actual percentage 
applicable to professional use. “ 

Approved. 


Moved by Dr. Tuttle, seconded by Dr. Parsons, 
that General Council express its appreciation of 
the work done by the Income Tax Committee; 
and, further, that, in the coming year, the Com- 
mittee be requested to give special considera- 
tion to the problem of expenses incurred by 
salaried Doctors. Carried. 


DEFENCE MEDICAL AND DENTAL SERVICES ADVISORY 
BOARD 


26. As reported to General Council at the last Annual 
Meeting, representations had been made to the Minister 
of National Defence urging the establishment at this 
time of an organization to ensure the most effective 
utilization of medical resources in the event of a national 
emergency. Such an agency has been established under 
the title Defence Medical and Dental Services Advisory 
Board ‘‘to advise the Minister of National Defence on 
all matters connected with planning for the defence of 
Canada in the event of an emergency, and pertaining 
to the provision and assignment of medical, dental, nurs- 


ing and hospital personnel, hospital facilities and 
supplies. ’’ 
37. The new Board is a body representative of all 


Government Departments concerned, as well as the vol- 
untary national associations of medicine, dentistry, 
nursing and hospitals. Its first meeting was held in 
Ottawa on February 9 and 10, 1950, and there were 
reviewed the many problems presented by the modern 
threats to national security. An Executive of the Board 
was appointed, and four main committees for survey and 
planning were established. 


38. The representatives of the Canadian Medical 
Association .on this Board are: Dr. J. A. MacFarlane, 
Dr. Mathieu Samson and Dr. T. C. Routley or Dr. A. D. 
Kelly. 

Approved. 


PUBLIC RELATIONS 


39. The Public Relations Committee, under the Chair- 
manship of Dr. Wm. Magner, has completed the produc- 
tion of a filmstrip, ‘‘Careers in Canadian Medicine’’, 
together with an accompanying teaching manual. Two 
hundred and fifty copies of both filmstrip and manual 
have been distributed to provincial Departments of Edu- 
cation, vocational guidance instructors in high schools, 
and to the Secretaries of Divisions. Copies of the 
manual were sent to each of the key men of the Public 
Relations Committee, and an endeavour has been made 
to interest these individuals in the presentation to high 


school classes of the information contained in this 
manual. 
40. Consideration has been given to a continuing 


organization for the promotion of better public relations, 
and the advice of four professional firms in the field has 
been obtained. It is the considered opinion of your 
Committee that the Public Relations Officer and spokes- 
man for the profession should be a doctor, and that he 
should have intimate knowledge of the policies and 
activities of the Canadian Medical Association and its 
Divisions. It is felt that this function comes within the 
field of the General Secretary and the Assistant Secre- 
tary, and that additional secretarial assistance should be 
obtained to free these officers for more work in this field. 


41. The Committee on Public Relations considered 
that professional assistance in the techniques of public 
relations should be utilized, and an arrangement has 
been entered into with ‘‘ Public and Industrial Relations 
Limited.’’ It has been agreed that for the period of 
five months—February to June, 1950—the services of 
this firm be available to the Committee on an experi- 
mental basis as public relations counsel. It was the 


recommendation of Public and Industrial Relations 
Limited that initially our efforts should be directed 
towards educating the members of the medical profes- 
sion, and, as a consequence, a new bulletin ‘‘ON CALL’’ 
has been distributed to all members of the Association. 
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It is proposed that this bulletin be issued at monthly 
intervals for at least five issues. 


42. The Committee has also retained the services of 
Mr. A. C. Clarke, on a piece-work basis, for the ac- 
cumulation and analysis of factual data having a bear- 
ing on Public Relations. 


43. The Committee plans to establish a roster of medi- 
eal speakers who will be available to give addresses to 
lay audiences, and to accumulate material suitable for 
the preparation of talks by the speakers on the roster, 
or any other member of the profession. 


44, <A working arrangement has been established with 
the Health League of Canada, whereby material may be 
distributed through the Health News Service of that 
organization to Canadian newspapers. The Editor: of 
the Canadian Medical Association Journal is co-operating 
by supplying in advance galley proofs of forthcoming 
articles in the Journal for summary in a form accept- 
able to the press. 

Approved. 

Mr. Ian MacNeill of Public and Industrial Rela- 
tions addressed Council bringing out the following 
points: 

— The program which Public and Industrial Rela- 
tions have lined up requires the co-operation of every 
individual Doctor. It cannot be carried out by the As- 
sociation’s staff. If it is going to mean anything to the 
citizens of this country much of the work will have to be 
done by the individual doctor. The Association staff 
can only advise and direct. The program should not be 
regarded as a fight against socialism. It is an attempt 
to advise the people that the medical profession can 
give them better medical service than the Government. 
Press releases and magazine articles alone will not do 
the job. It will require the efforts of the individual 
Doctor in his own area. Every effort will be made to 
see that the activities of the medical profession are told 
to the public in a way they will understand. Our 
publicity plan in. connection with this annual meeting 
is a part of the program. We also make use of picture 
service in the Canadian press and in magazines. 

The publication ‘‘On Call’’ is going to all mem- 
bers of the Association, with a French edition to all 
French-speaking Doctors. 

Speakers’ Panels will be set up on a variety of 
topics. In preparing a roster of speakers we urge 
each member of Council to advise the Association 
Office of suitable speakers in their respective areas. 

From time to time we may see in the press 
articles which are critical of the medical profession. 
You may wonder why the Association does not reply 
to these. We do not feel that that is good business. 
In most cases it would be prolonging the controversy. 
This program will require the whole-hearted co-opera- 
tion of every member of the medical profession, but 
the issues at stake should convince every doctor of 
the necessity for his backing. With that, it is bound 
to succeed. 


Dr. MCPHEDRAN RE NATIONAL HEALTH SERVICE ACT 
OF GREAT BRITAIN 


45. Dr. McPhedran gave a brief résumé of his study 
of the working of the National Health Service Act of 
Great Britain obtained by visiting Doctors in their offices, 
visiting hospitals and interviewing individuals. His im- 
pression was that the National Health Service plan is 
lowering the standard of general practice in Great 
Britain. The offices of the general practitioners are 
cold and unattractive. They have no separate examin- 
ing rooms, and very few have office assistants. The 
hospitals are over-crowded and lacking in nursing atten- 
tion. The medical profession are dissatisfied and un- 
happy in their work. Public Health Services are very 
good. 


Dr. McPhedran stated that it is his intention to 
write a complete report of his visit for publication. 
Moved by Dr. Church, seconded by Dr. Lyon, 

that the report of the Executive Committee as 
Carried. 


amended be approved. 





REPORT OF THE HONORARY 
TREASURER 


Mr. Chairman and Members of General Council :— 


46. I have the honour to present the Financial State- 
ment for the year ending December 31, 1949, as pre- 
pared by our auditors, Messrs. McDonald, Currie & 
Company, in which are incorporated receipts and dis- 
bursements of the Toronto office and the annual meeting 
account, both of which are certified by Mr. J. H. 
Dignam of Toronto. 


REVENUE AND EXPENDITURE 


47. Our revenue for the year amounted to $180,744.83, 
which is $7,074.79 less than for the year 1948. The chief 
cause of this decrease in revenue is the lower return for 
advertising space at the annual meeting. The difference 
in net profits between these two meetings amounts to 
$9,079.53. Our revenue from membership fees increased 
almost $2,000, and our subscription revenue was 
$3,339.14 above that of 1948. The advertising revenue 
for the first time in some years showed a fall of 
$1,334.32. 

48. The costs of printing the Journal were approxi- 
mately $8,900 above those of 1948, very largely made up 
of increased printing charges, but in part due to the 
increasing circulation. Travelling expenses were ap- 
proximately $2,300 above the past year. Among the new 
items are charges in connection with the Arthritis Survey, 
which amounted to $625.33 for 1949; but there will be 
a considerably greater amount in 1950, as the major 
portion of the survey was carried out in January and 
February of this year. Your attention should also be 
drawn to the sum of $1,305.92 for legal fees, part of 
which has to do with the suggested incorporation of the 
prepaid medical care plans. Our total expenditure for 
the year amounted to $174,104.80, leaving a surplus 
of $6,640.03, which is transferred to surplus account. 


INVESTMENTS 


49. The Balance Sheet of the Association shows that 
our investments have increased some $19,962.46 to a 
total book value of $178,259.15, from which we derived 
an income of almost $4,900 in 1949. Had it not been 
for this revenue, our surplus would have been reduced 
te a little over $1,700. 


50. It is becoming increasingly difficult to get a 
reasonable return on securities of the trustee type. The 
following changes have been made in our investment 
portfolio: 


GENERAL FUNDS 


$5,000 Hydro-Electric Power Commission of 
Ontario, 3% debentures due December 15, 
1965, at 993%. 

$5,000 Province of Quebec, 3% debentures due 
March 15, 1965, at 99%. 

$10,000 Province of Ontario, 3% debentures 
due December 15, 1970, at 100%. 


TRUST FUNDS 
51. In view of the falling rates of interest, it was 
decided to transfer sums of money from the revenue to 
the capital accounts of the several trust funds. The 
rew investments represent these transfers. 


Bought: 


Osler Oration Fund 
Bought: $500 Hydro-Electric Power Commission of 
Ontario 3% debentures due December 15, 
1965, at 9914. 
This transfer raises the capital value of this 
fund to $9,969.65. 


Lister Club Fund 


Sold: $200 Dominion of Canada 4th Victory Loan 
due 1957, at 10214—profit $4.74. 
Bought: $500 Hydro-Electric Power Commission of 


Ontario 3% debentures due December 15, 
1965, at 9914. 

This transfer raises the capital value of this 
fund to $7,883.12. 
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Blackader Lecture Fund 
Bought: $500 Hydro-Electric Power Commission of 
Ontario 3% debentures due December 15, 
1965, at 9914. 
This raises the capital value of this fund to 
$6,423.17. 


Osler Scholarship Fund 


Bought: $500 Hydro-Electric Power Commission of 
Ontario 8% debentures due December 15, 
1965, at 99%. 

This raises the capital value of this fund to 
$17,040.61. 
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Cancer Fund 
Sold: $1,000 Dominion of Canada 6th Victory Loan 
due June 1, 1960, at 102%4—profit $22.47, 
which leaves a balance in this fund of 
$12,076.93. 


BUDGET 
52. The expenditures of the Association are being 
carefully controlled by the Budget Committee. It is 


a pleasure to report that the total expenditures have been 
well within the figures suggested. 


All of which is respectfully submitted, 


D. SCLATER LEWIS, 
Honorary Treasurer. 


STATEMENT No. 1 
BALANCE SHEET AS AT 31st DECEMBER, 1949 


ASSETS 
53. GENERAL FUNDS: 
Cash on hand ........ $ 275.00 
Cash in bank: 

Montreal $26,654.54 

Toronto 18.93 

Annual 

Meeting 2,457.12 
$29,130.59 
———- $29,405.59 
ACCOUNTS RECEIVABLE: 
Advertising and 
Journal Sales ...... 2,827.46 

ee ic, TCL 353.78 

Special reprints ...... 369.32 

Blackader Lecture 

NOH seein aus 350.00 

Deposit—Trans-Canada 

FP OG oesdie sie titea 425.00 

$4,325.56 
Less: Provision for 
doubtful accounts .. 450.00 
——— $ 3,875.56 
Investments—at book value— 

DONOGEEY. UO. Be bccaccnaspeee’ 178,259.15 
Prepaid expense .........eeeeee 861.88 
Furniture and equipment— 

less depreciation .........e0.. 2,530.17 


$214,932.35 
54. Trust FunpsS— 


Statement No. 4 ........ $41,267.79 
Less: Due to general 
funds as above ......... 350.00 


———— 40,917.79 
55. SpEcIAL GRANT FuNpS—Statement No.5 12,076.93 


$267,927.07 


LIABILITIES 
GENERAL FUNDS: 
Accounts payable 
Revenue received 
in advance: 
Prepaid member- 
ship fees, 1950.. 
Prepaid subserip- 
tions, 1950 


606.46 


5,195.98 
————-$ 5,802.44 
SURPLUS ACCOUNT: 

Balance at credit: 
31st December, 
RRO diceawadwawney $202,189.88 


Add: Excess of 
revenue over 


expenditure J 
for the year ...... 6,640.03 
$208,829.91 
——_ $214,932.35 
OE? étindath ein dasaedanadankedeaween 40,917.79 
es. oka bb ei dada eeeeenes 12,076.93 
Ps 
$267,927.07 


D. SCLATER LEWIS, 
Honorary Treasurer. 


AUDITORS’ REPORT 


56. We have made an examination of the books and accounts of the Canadian Medical Association for the year 
ended 31st December, 1949, and we have obtained all the information and explanations which we have required 


The receipts and disbursements of the Toronto office and Annual Meeting accounts, as shown on state- 
ments certified to by Mr. J. H. Dignam as Auditor have been incorporated in the books and in the attached 


statements. 


We report that, in our opinion, the above balance sheet and accompanying statements of revenue and ex- 


penditure are properly drawn up so as to exhibit a true and correct view of the state of the affairs of the 
Canadian Medical Association as at 31st December, 1949, and of the results of the operations for the year ended 
on that date, according to the best of our information and the explanations given to us and as shown by the books. 


a McDONALD, CuRRIE & Co., 
Chartered Accountants. 


MONTREAL, 16th February, 1950. 








57. REVENUE 
Membership fees ........ccceecsceeccceces $68,476.15 
Subscriptions ......cs.csesccccccccscccces 14,624.52 
Advertising (less provision for doubtful eo 
accounts $450.00) ......eeeceeeeeevees 89,027.12 
Sundry Journal sales ......--+eeeeeeeeeees 167.75 
Special reprints .........eeeececeeeeeeeees 593.28 
Annual meeting—Statement No. 3 ......... 2,781.65 
Sale of physicians’ formulary ..........+-- 163.44 


Revenue from investments and bank interest. 4,910.92 


/ 


/ 


/ 


BusINEss REPORT 


$180,744.83 





STATEMENT No. 2 


STATEMENT OF REVENUE AND EXPENDITURE 
FOR THE YEAR ENDED 3lst DECEMBER, 1949 


58. EXPENDITURE 

Editorial office: 
Printing Journal ......e.sccee. $83,988.64 
BE -nticted desduadeaxeese 15,651.16 
Agents’ commissions ........ 9,230.28 
PANSCROMIUS ie: cians ocaly 656 winieselciarera aie 485.98 
Divisional representatives ..... 925.00 
General expense ..........0005 695.03 
Interest, discount and exchange 1,255.42 
TE eo ccaxdeawisvbantenewe 382.89 
Telephone and telegraph ...... 289.10 
Unemployment insurance ..... 39.86 


General Secretary’s office: 
Salaries—including expense 





PGE. nce crcvrctacveees $31,400.22 
BE  ccacuscaneneenceneaness048 5,120.00 
General expense ....sc.ccceces 1,073.01 
Interest and exchange ........ 23.47 
POS -ccccdiecesasaesnwsvnes 721.33 
Telephone and telegraph ...... 424.21 
Unemployment insurance ...... 65.44 
World Medical Association .... 349.90 
eee 2,417.24 

Travelling: 
Executive committee ......... $ 7,849.30 


World Medical Association .... 1,676.80 
Transcontinental tour 


PE. RaKS aK se Kerk eRE® 1,427.69 
General Secretary and 

Assistant Secretary ........ 1,958.22 
Postgraduate teams .......... 1,409.95 
Medical secretaries ........... 432.78 


Prepaid medical care plans.... 337.78 
British Commonwealth Medical 

SE 5 Kccvccces veeesaces 388.65 
WHBOBNBROOOE ...0.6ic:6.0 005. 006 v0, 116.05 


Medical economics: 


POD ctsoendncenancnwccene $ 2,000.00 
EPO occ isscsveeseccasese 560.85 
Arthritis survey—expenses....... 
Administration : 
UNION: 6 cd csivnncecexesennews $ 600.00 
eee 1,305.92 
ME Oe cides dandeccveens 400.00 
Royal Trust Company— 
CONES BONE 5c vecninwescsve 243.11 
Depreciation of furniture and 
BRURIOE cc cteccnesssvdennss 281.13 


Excess of revenue over expenditure for the 
PORE cn ccedcassicecresstesveetavasposvans 
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$112,943.36 


39,547.88 


2,830.16 





$174,104.80 
6,640.03 
$180,744.83 
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STATEMENT No. 3 
ANNUAL MEETING IN SASKATOON, JUNE, 1949 
STATEMENT OF REVENUE AND EXPENDITURE 
59. REVENUE 60. EXPENDITURE 
ee WINE vcaniascevesdinsess $13,569.76 Travelling expenses ............ . $1,676.21 
Pe SONTUED bv cncesccccenaxcns 57.39 Printing programs, etc. .......... 2,292.37 
Report printed in Journal ........ 1,267.20 
PE A 6Sbdnwsdsarenaseadeneda 3,422.79 
BD. 6c ceeds ecncsnececdeucass 273.30 
ey GE CIE a i deccdcccanssans 33.12 
Rental of films and sound equipment 99.90 
Golf expenses and women’s 
COMMMETBEOG cccwcccceccccscecoce 139.06 
Ceremonial evening .............. 115.60 
Clerical and other assistance ...... 729.44 
Telephone and telegraph ......... 218.76 
Office supplies, stamps and cartage 95.27 
CMUNGTEN ce ccccccccsecesccsecoees 182.48 
— $10,845.50 
$13,627.15 Excess of revenue over expenditure ........ $ 2,781.65 
STATEMENT No. 4 
TRUST FUNDS—BALANCE SHEET AS AT 3lst DECEMBER, 1949 
Frederick Canadian 
Newton Radio- 
Osler Gisborne logical 
Osler Lister Scholar- Blackader Starr Society 
Oration Club ship Lecture Memorial Library 
Fund Fund Fund Fund Award Fund Total 
61. CAPITAL FUNDS: 
Balance— 
31st December, 1948... .$6,471.53 $7,585.00 $16,568.41 $5,925.05 $1,000.00 ...... $37,549.99 
Add: Profit on sale of - 
PIRGORUINGIIOR) Cccucontee -<ermers Bee 8 86 weer, 9 = (tm mee. «60 iC fwiiReen «6 “Chareiwa 4.74 
Transfer from revenue 
BE sbsndncewnad enon 498.12 293.38 472.20 eas ss Wisin = 1,761.82 ~. 
Balance—31st December, 
1949, represented by 
investments (Schedule 
Pe BD svecicnvanennss $6,969.65 $7,883.12 $17,040.61 $6,423.17 $1,000.00  ...... $39,316.55 
62. REVENUE FUNDS: 
Balance— 
31st December, 1948....$ 841.31 $ 592.52 $ 1,979.08 $ 614.04 $ 63.98 $ 87.72 $ 4,178.65 
Add: Income from invest- 
ments and bank interest 209.47 254.78 515.77 227.51 30.49 39 1,238.41 
$1,050.78 $ 847.30 $ 2,494.85 $ 841.55 $ 94.47 $ 88.11 $ 5,417.06 
Wii ee ee ee 
Trust Company ....... $ 10.36 $ 12.65 $ 25.36 $ 11.30 $ tae - seeses $ 61.17 
Scholarships, lectures,etc. ...... = = sees. 1,600.00 SORGP ht eee 42.83 1,992.83 
Transfer to capital funds 498.12 293.38 472.20 SGaR” ek eenee 8. SH wae 1,761.82 
$ 508.48 $ 306.03 $ 2,097.56 $ 859.42 § 1.50 $ 42.83 $ 3,815.82 
Balance— 
31st December, 1949....$ 542.30 $ 541.27 $ 397.29 $ 17.87 $ 92.97 $ 45.28 $ 1,601.24 
Represented by— 
GE -vicesurepenadone $ 442.30 $ 441.27 $ 397.29 $ 17.871 $ 92.97 $ 45.28 $ 1,401.241 
Investments (Schedule 
PG ED 6 cedna Re kekeeus 100.00 ee ss hws. hae eden” weewee 200.00 
$ 542.30 $ 541.27 $ 397.29 $ 17.87 $ 92.97 $ 45.28 $ 1,601.24 
Note (1) represents balance after deducting 
$350.00 due to general funds. 
SUMMARY— 
CE Si xkcd kiveacdicacevedabuns $39,316.55 
Hovemue fUmds 2. cccccccccccvcscccvece 1,601.24 © 


Combined 




















Ces esecevacescocaes $40,917.79 
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Dominion of Canada war bonds 
(approximate market value $11,400.00) ....$11,100.00 


Deduct: 




























Dominion of Canada 


Dominion of Canada 





Approximate market value—$102.75. 


$12,076.93 


SCHEDULE No. 1 


64. GENERAL FUND 


Dominion of Canada we = TOE BI, FOS bce vcs cccvicwe ver dceanvovens 
Dominion of Canada 3% — Ist January, 1050 ....cccccccvcccvccvecer 
Dominion of Canada cc tee re err re rrr 
Dominion of Canada 39> — ist Fobruary, 1062 ......ccrvesccvsccnces 
Dominion of Canada Be =~ Reh SUE, BOGE. oc occ dcccevesenesneaces 
Dominion of Canada 3% — Ast September, 1966 ............cecceeees 
Province of Nova Scotia B9p —— Bad Semeney, BOGE oc cccsevcascvsecsvces 
Province of Ontario 3% —15th December, 1970 ..........ccccccecee 
Province of Quebec 3% —- 15th March, 1966 2... .cccscecessossecevess 
Canadian National Railways 234% —2nd January, 1967 ............eceeeeeees 
Hydro-Electric Power 

Commission of Ontario 3% —15th December, 1965 .......cesccccsecees 


Approximate market value—$180,800.00. 


TRUST FUNDS 


65. OSLER ORATION FuUND—CAPITAL 


Dominion of Canada Oop = BOG BN, TI hve ke des vsvnsonsseseancesss 
Dominion of Canada See = FOE PR SOO coc dcwesssrasccceveseswees 
Dominion of Canada BOb — Eat FOPMOE; TOGE ccc cise vasccsvvcves 
Dominion of Canada 3% — Ist September, 1966 ......ccecccsscesees 
Hydro-Electric Power 

Commission of Ontario 3% — 15th December, 1965 .......ceccccseccees 


Approximate market value—$7,125.00. 


OSLER ORATION FUND—REVENUE: 


39% — ist February, 1062 ......cscccesscccesess 


Approximate market value—$102.75. 








66. LISTER CLUB FuND—CAPITAL: 


Dominion of Canada Oe 8 ONE BN, Te oka ce cc as nvne se ceay eeeasaks 
Dominion of Canada 7p AD MIO, AOU 5:as,.6 oe a Wibieie vik dw bra SON See 
Dominion of Canada B95 —~ 1st Fobrunty, TOG. 24... cccccccvesdesioness 
Province of Quebec 444% —2nd January, 19063 .....cccccccccccsscves 
Hydro-Electric Power 

Commission of Ontario 3% —15th December, 1965 .......-cececceveeee 


Approximate market value—$8,200.00. 


LISTER CLUB FUND—REVENUE: 


8% — Ast February, 1962 ........cccsscccescecs 





Balance—31st December, 1948. .$12,662.99 


Excess of expenditure 
over revenue for the year .... 


SCHEDULE OF INVESTMENTS AS AT 31st DECEMBER, 1949 


Par Value 


$21,000.00 


19,000.00 
55,000.00 
10,000.00 
10,000.00 
22,000.00 
10,000.00 
10,000.00 

5,000.00 
10,000.00 


5,000.00 


$177,000.00 


$ 500.00 
2,600 
50.00 

3,300.00 


500.00 
$6,950.00 








$ 600.00 
5,500.00 
300.00 
1,000.00 


500.00 
$7,900.00 


$100.00 


586.06 
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STATEMENT No. 5 
SPECIAL GRANT FUND 
BALANCE SHEET AS AT 3lst DECEMBER, 1949 
63. CANCER FUND 
ASSETS LIABILITIES 
St ON DOE occa censkiececnicn secede eenaa’s $ 976.93 Surplus account: 


$12,076.93 
$12,076.93 


Book Value 


$21,000.00 
19,450.55 
55,000.00 
10,050.06 
10,000.00 
22,695.85 
9,900.00 
10,018.75 
4,968.75 
10,200.23 


4,974.96 
$178,259.15 


$ 521.53 
2,600.00 
50.00 
3,300.00 
498,12 


$6,969.65 


$100.00 





$ 600.00 
5,500.00 
300.00 
985.00 


498.12 
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67. OSLER SCHOLARSHIP FUND—CAPITAL: 








Dominion of Canada Wp SOE BO. sdscdvsedacneedieasasseusa $ 900.00 $ 900.00 
Dominion of Canada Se FE SU. DOD Wik ow dine cearesaceseesanves 2,000.00 1,992.49 
Dominion of Canada Se DE ON, FOO ono corccwscccvececeseseces 12,400.00 12,400.00 
Dominion of Canada SIR —~ THE. FORGOT. FOOD cnc ccicccvecccccccoenss 550.00 550.00 
Dominion of Canada 396 Tee Cetaiere INOS os cediiaddivicnsdeccucnsas 700.00 700.00 
Hydro-Electric Power 
Commission of Ontario 3% —15th December, 1965 ........eecceeeeees 500.00 498.12 
$17,050.00 $17,040.61 
Approximate market value—$17,490.00. ee —— = 
68. FREDERICK NEWTON GISBORNE STARR 
MEMORIAL AWARD—CAPITAL: 
Dominion of Canada Son TE TROON, TIO ans ceca siweswnssiedawes $1,000.00 $1,000.00 
Approximate market value—$1,027.50. 
69. BLACKADER LECTURE FUND—CAPITAL: 
Dominion of Canada I TE PU, FOS viaiicdunsscdedadondesewesen $3,000.00 $2,988.73 
Dominion of Canada 3% — Ist June, 1960 ....cccccccccccccccccccces 1,000.00 1,015.02 
Dominion of Canada 3% — Ast February, 1962 ........ccccsccccccees 300.00 300.00 
Province of Alberta ST DW SUN BOO 66s 60s teadeediswianceoseus 1,000.00 1,000.30 
City of Drummondville Sy —— SE A, Se 6.06 o nbn csenvdecnceseses 500.00 517.50 
City of Drummondville 4% — Ist August, 1068 ......cccccccccccccccccs 100.00 103.50 
Hydro-Electric Power 
Commission of Ontario 3% — 15th December, 1965 ........cecceccecces 500.00 498.12 
$6,400.00 $6,423.17 
Approximate market value—$6,630.00. 
SPECIAL GRANT FUND 
70. CANCER FUND: 
Dominion of Canada i ee Sa Fon xisciaennndesstaawaves $ 9,100.00 $ 9,100.00 
Dominion of Canada 3% — Ast October, 1963 ........ceeceeeeeeece ‘ 2,000.00 2,000.00 
$11,100.00 $11,100.00 


Approximate market value—$11,400.00. 


STATEMENT No. 1 


CANCER FUND 
BALANCE SHEET AS AT 31st DECEMBER, 1949 


71. ASSETS 
Se Oe I ai eee iaiNobinbenevnsinancede, See 
Dominion of Canada war bonds ............ 11,100.00 


(Approximate market value $11,400.00). ——— 
$12,076.93 


72. LIABILITIES 
Surplus account: 
Balance—31st December, 1948 ..$12,662.99 


Deduct: Excess of expenditure 
over revenue for the year .... 586.06 


$12,076.93 
$12,076.93 


AUDITORS’ REPORT 


73. We have made an examination of the books and 
accounts of the Cancer Fund of the Canadian Medical 
Association for the year ended 3lst December, 1949, and 
we have obtained all the information and explanations 
which we have required. 

We report that, in our opinion, the above balance 
sheet and the attached statement of revenue and expendi- 
ture are properly drawn up so as to exhibit a true and 
correct view of the state of the Fund as at 31st Decem- 
ber, 1949, and of the results of the operations for the 
year, according to the best of our information and the 
explanations given to us and as shown by the books. 


McDONALD, CuRRIE & Co., 


Chartered Accountants. 
MontTrREAL, 16th February, 1950. ” 





STATEMENT No. 2 


STATEMENT OF REVENUE AND EXPENDITURE 
FOR THE YEAR ENDED 3ist DECEMBER, 1949 








74, REVENUE 
Bank interest ......ccccccccccccceves $ 2.63 
PTT TT TTT TT Te 364.48 
Profit on sale of bond ..........+.+- 22.47 
$389.58 
Excess of expenditure over revenue for the year 
—transferred to surplus account ....... aeane 586.06 
$975.64 
75. EXPENDITURE 
Royal Trust Company fees .............--005- $ 18.22 
Bank interest adjustment for 1948 ............ 5.93 
POGEAGO ccccccccccccecncedccecesccessoesces 610.84 
TERUG co ceccsccecccccdeccccceseseseceses 340.65 
$975.64 


Moved by Dr. Lewis, seconded by Dr. Detweiler, 


that this report be adopted. Carried. 


Following the presentation of this report, Dr. 
Lyon called attention to the fact that, although the 
travelling expenses of the President in attending Asso- 
ciation meetings and on matters of Association business 
are paid, there is a great deal of expense associated with 
the position, which the President, heretofore, has had to 
meet. Dr. Lyon suggested that some provision be made 
whereby the Association will bear at least a part of this 
extra expense. 
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Moved by Dr. Lyon, seconded by Dr. Morgan, 


that the Council of the Canadian Medical Associa- 
tion, recognizing the importance of the President 
as the chief public relations officer of the Associa- 
tion; and further recognizing that certain ex- 
penditures are necessary in order that the Presi- 
dent may properly carry out those duties. 

BE IT RESOLVED that an expense account up to 
$25.00 a day for every day the President repre- 
sents the Association on its official business, be 
provided. This amount is to be separate and 
aside from the ordinary travelling and mainten- 
ance expenses now provided. Carried. 





REPORT OF THE MANAGING © 
EDITOR 


Mr. Chairman and Members of General Council :— 


76. I have the honour to present the following re- 
port covering the business operations of the Journal 
for the year ending December 31st, 1949. 


77. The monthly bills for printing have averaged 
$6,949 as against $5,930 in 1948. This advance is 
accounted for partly by a larger circulation and partly 
by a surcharge of 1414% to meet increased printing 
costs. I am glad to report that this surcharge was 
reduced to 10% towards the end of the year. This 
should reduce our printing bills by about $280 a month. 


78. The volume of advertising has kept up; but more 
effort has been required to get it. The reduction in 
advertising revenue is due to the less free use of colour. 
79. Business is becoming less stable, and collections 
in one or two of the accounts have been difficult. For 
this reason you will find a reserve set up in the Annual 
Statement to offset any possible losses. Every care is 
being exercised to limit these slow-paying accounts. 
80. The advertising pages have averaged 89 in 1949, 
as compared with 88 in 1948. The editorial pages have 
averaged 103 in 1949 and 101 in 1948. 
81. The thanks of the Association are due to the 
Editorial Board and the Board of Censors for their 
great help in the advertising and business affairs of the 
Journal. 

All of which is respectfully submitted. 


D. SCLATER LEWIS, 
Managing Editor. 


Moved by Dr. Lewis, seconded by Dr. Mills, 
that this report be approved. Carried. 


Following presentation of this report, Dr. Lewis 
announced that it was his intention to relinquish the 
positions which he has held for twelve years. 


Members of Council expressed keen regret on 
learning of this decision on the part of Dr. Lewis and 
expressed hearty appreciation of the magnificent serv- 
ice he has rendered the Association during his term 
of office. 


REPORT OF THE EDITOR 


Mr. Chairman and Members of General Council :— 


82. In the past year the demands on space in the 
Journal have remained steadily high. It is likely that 
they will increase. Offers are being received from hos- 
pitals to regularly report clinical conferences, and these 
have been accepted within the limits of space available. 
The quality of the material will, as always, remain the 
deciding factor as to its acceptance. 

83. The suggestion has been made to include from 
time to time some editorials by our French colleagues. 
This is being done as occasion offers. So far it has 


not been found possible to include papers in French, 
but some items such as résumés of papers and reports 
of meetings appear in that language. 
French editorials should be of value. 


The addition of 
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84. The Public Relations Committee has suggested 
that we use the Health League of Canada as a channel 
in giving general publicity to selected material from 
our Journal. The League has well organized methods 
for distributing press releases. It has therefore been 
arranged to choose each month 2 or 3 papers on points 
which can be summarized in popular language, and send 
these to the Health League to be prepared as press 
releases. Precautions as to time of release are taken. 
The choice is made by the editor and the summaries 
are prepared by Mr. John C. Scott, Publicity Director 
of the League. 


85. In my opinion, it is time for the Association to 
provide additional editorial assistance. The work of 
carrying on, and more important, of developing the 
scope of the ‘‘Journal’’ is quitéd beyond the ability of 
one man, even with the assistance so generously given 
by the provincial correspondents and the editorial 
board. I would ask therefore that provision be made 
for an assistant; it would be sufficient to make this on 
a part time basis, but a reasonably attractive salary 
should be offered. 


86. I have again to acknowledge my indebtedness to 
the provincial correspondents for their unfailing help in 
many details. 


All of which is respectfully submitted. 
H. E. MAcDERMOT, 
Chairman. 


Moved by Dr. Church, seconded by Dr. Mills, 

that this report be approved. Carried. 

The General Secretary reported that the Aus- 
tralian Medical Association (British Medical Associa- 
tion, Australian Branch) has just about half the 
number of members we have in the C.M.A. and yet 
they publish a weekly Journal, have a building of 
their own and maintain their own printing plant which 
not only prints their Journal but pays handsome divi- 
dends from other printing. The Association claims 
that it is no more difficult to obtain advertising for 
52 issues than for 12. 

It was suggested that perhaps the time has conie 
when the C.M.A. should give some thought to publishing 
a weekly Journal. 


Moved by Dr. Mills, seconded by Dr. Scriver, 
that General Council request the Executive Com- 
mittee to appoint a committee to study questions 
involved in the publication of the Journal as 
raised by the General Secretary. Carried. 


RE ASSISTANT EDITOR 


At the March meeting of the Executive Committee, 
approval was given to the appointment of an assistant 
Editor. 


REPORT OF THE CENTRAL 
PROGRAM COMMITTEE 


Mr. Chairman and Members of General Council :— 


87. The Program of the Scientific Sessions of the 
Annual Meeting of the Association to be convened at 
Halifax, June 21st to June 23rd, 1950, embodies the 
major part of the report of the Central Program Com- 
mittee. We believe that this program will merit general 
approval. 


88. The Central Program Committee is charged with 
a heavy responsibility. As Chairman, I am fortunately 
supported by a very strong group who have spared 
neither time nor energy in building up a scientific pro- 
gram covering all phases of medicine, and I wish to take 
this opportunity to record my appreciation of their 
wholehearted and unselfish efforts. 


89. The Central Committee received every assistance 
and co-operation from the local committee in Halifax 
without which it would be impossible to function satis- 
factorily. 
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90. Difficulties in providing a program occur when- 
ever the meeting is to be held in the extreme east or 
west of Canada, owing to the distances to be travelled 
by many speakers. We are much indebted to the numer- 
ous contributors to our program who have so generously 
consented to attend at great personal inconvenience. 


91. Finally I would like to call the attention of 
Council to the invaluable assistance which the Committee 
has always received from the General Secretary, the 
Assistant Secretary and Mrs. Campbell from their office. 
Not only have they assumed the heavy burden of corres- 
pondence and secretarial detail connected with this Com- 
mittee’s work, but their experience and advice have been 
of the greatest value to the individual members and to 
the Committee as a whole. 


All of which is respectfully submitted. 


H. K. DETWEILER, 
Chairman. 


Moved by Dr. Detweiler, seconded by Dr. Dunham, 
that this report be approved. Carried. 





REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of General Council :— 


92. The terms of reference of your Committee on 
Economics are stated broadly at Chapter IX, Section 
10, of the By-Law of the Association. In common with 
other standing committees, the work is carried out by the 
Chairman and his local nucleus, with Divisional repre- 
sentatives as corresponding members. The nucleus con- 
sisted of: 


Dr. C. C. White, Chatham (Chairman). 
Dr. F. A. Brockenshire, Windsor. 

Dr. G. E. Hobbs, London. 

Dr. C. A. Stewart, Chatham. 

Dr. Victor Johnston, Lucknow. 

Dr. A. D. Kelly, Toronto (Secretary). 


Several formal meetings of the Nucleus have been held 
and minutes have been distributed to the corresponding 
members. 


93. It was the belief of your Committee this year 
that its most useful activity would be the implementa- 
tion, as far as possible, of the Statement of Policy 
enunciated by General Council at the last Annual Meet- 
_ing. The clear injunction to extend the coverage of 
the voluntary prepaid medical care plans appeared to 
offer a useful starting-point, and the Committee was 
authorized by the Chairman of Council to invite the 
medically-sponsored plans to a meeting to discuss ways 
and means of assisting their development. <A fully 
representative Conference of the Plans was held in 
Toronto on November 26th and 27th and there emerged 
as the principal recommendation, a request to the Cana- 
dian Medical Association to assist in obtaining a national 
charter for Medical Services (Canada) Ine. It was 
envisaged that this national corporation would correlate 
the activities of the member plans which are now re- 
stricted to provincial operations and would act as the 
selling agent for the coverage of the employees of 
corporations who are resident in several provinces. 


94. This recommendation was presented to the 
Executive Committee at its meeting on November 28th 
and, after a full debate of all the factors involved, the 
following resolution was passed unanimously: 


‘‘That a drawing account not to exceed $10,000 
be placed at the disposal of the Committee on Eco- 
nomics, to be used in proceeding to obtain a national 
charter for the Prepaid Medical Care Plans, vouchers 
for same to be authorized by the Chairman of the Com- 
mittee on Economics, the General Secretary and the 
Honorary Treasurer.’’ 


95. In order to explore fully the methods of achieving 
the national corporation which had been authorized, a 
delegation of the Nucleus of the Committee on Eco- 





nomics, accompanied by the Solicitor, proceeded to 
Ottawa. In an interview with the Assistant Super- 
intendent of Insurance, it was learned that he was 
disposed to regard the application for incorporation 
drawn up by the Conference of the Plans as constitut- 
ing an application for a company transacting the busi- 
ness of insurance, and consequently ineligible for in- 
corporation under the Dominion Companies Act. The 
alternative method of incorporation by special Act of 
Parliament was canvassed at Ottawa and the uncer- 
tainties of a private bill before Parliament were faced. 
The delegation gained the impression that it would be 
inexpedient to seek incorporation by this means at that 
time. 


96. The Nucleus of your Committee on Economics 
gave careful consideration to the situation as reported 
by the delegation. The Assistant Superintendent of In- 
surance had stated that, although he was inclined to 
rule that the proposed corporation would be carrying on 
the business of insurance, a final opinion could only be 
obtained by submitting specimens of the contracts with 
subscribers which it was proposed to write, to officials 
of the Department of Justice. It was felt from im- 
pressions gained during the canvass in Ottawa that 
there was reason to believe that a ruling might be 
favourable. It was therefore decided to make a further 
attempt to obtain incorporation by letters patent under 
the Companies Act, and on January 23rd our Solicitor 
submitted contracts based on contracts currently written 
by Physicians’ Services Incorporated for a legal inter- 
pretation. 


97. Under date of March 20th, the Superintendent of 
Insurance advised that the Deputy Minister of Justice 
had indicated that, on the basis of contracts submitted, 
the company would be transacting the business of in- 
surance within the intention of sub-section (2) of sec- 
tion 140 of The Companies Act 1934. 


98. This situation- was reported to the Executive 
Committee at its meeting on March 27th and a full 
discussion followed. Representatives of the Quebec 
Division outlined their attitude to plans of prepaid medi-., 
eal care and to the proposed national corporation. In 
view of the fact that the Division has not endorsed any 
professionally sponsored plan of prepaid medical care, 
and in view of the general satisfaction with the in- 
demnity coverage for medical services in hospital offered 
by the Quebec Hospital Service Association, the Execu- 
tive Committee of the Division did not see its way clear 
to support a request for the national incorporation of 
an agency in which full-coverage service plans were 
represented. This opinion had been sustained by a 
recent plebiscite of the members of the Quebec Division. 


99. In the light of these circumstances, the following 
resolution was passed, 


‘‘That this Executive Committee accepts the 
view that the seeking, at this time, of a Charter, either 
under the Companies Act or by private Bill, is in- 
opportune, and recommends that the Committee on 
Economics endeavour to guide the medically-sponsored 
Medical Care Plans towards the formation of a corre- 
lating body.’’ 

The Executive Committee also withdrew the funds pre- 
viously allocated for incorporation expenses, but pro- 
vided the sum of $2,000 for committee expenses. 


100. The Conference of the Plans had foreseen possible 
difficulties and delay in obtaining a Federal charter and 
had appointed Dr. H. D. Logan, Dr. F. A. Brocken- 
shire and Dr. J. C. MacMaster a committee to proceed 
with the establishment of a co-operative but unofficial 
organization of the plans. In view of the latest instruc- 
tion from the Executive Committee, the Nucleus of the 
Committee on Economics passed the following resolution: 

‘*Whereas the efforts to achieve a national 
charter for the Prepaid Medical Care Plans have not 
been successful, the Nucleus of the Committee on Eco- 
nomics recommends to the committee established by 
the Conference of the Prepaid Medical Care Plans 
that it proceed to: 
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(a) Evolve a common contract and rate structure; 


(b) Study how best to approach and sell nation- 
wide contracts; 


(c) Recommend a basis for co-operation among the 
plans.’’ 


101. This record of the efforts of your Committee to 
achieve a national organization for the medically- 
sponsored plans of voluntary prepaid medical care will 
indicate that circumstances and considerations beyond 
the control of your Committee have prevented it. Of 
equal significance is the evidence that the profession is 
divided in its opinion of the necessity for organizing 
in all provinces a medically-sponsored prepaid medical 
eare plan. Differences of opinion with respect to the 


scope of benefits to be offered to subscribers also exist,- 


but these are less important matters of detail. 


102. In the Statement of Policy enunciated a year 
ago, it was indicated that the benefits of prepaid medi- 
cal care might be extended to those who now find the 
subscription beyond their means by inducing govern- 
ments to provide the necessary premium in whole or 
in part. In this, General Council was obviously in- 
fluenced by the successful experience in four provinces 
where a government-financed medical service to recipi- 
ents of Old Age Pensions and certain other beneficiaries 
has operated for as long as fifteen years. Your Com- 
mittee has given thought to any means whereby these 
persons eligible for Government assistance might be 
identified, but no _ practical recommendations have 
emerged. Certain legislation to effect this participation 
by the State in voluntary prepaid medical care was 
introduced in the Congress of the United States last 
year but an examination of this Bill, which was never 
enacted, has not proved helpful. 


103. At its final meeting, the Nucleus of the Committee 
on Economics received from the Executive Committee 
a resolution requesting that further study be given to 
the terms of the Statement of Policy. In the time 
available, consideration was given to the language used 
in the Statement which was so laboriously evolved at 
the Saskatoon Meeting. Taking into account the neces- 
sity of reconciling the views of the profession from all 
parts of Canada, it is considered that the terms of the 
statement should not be amended at this time. The 
policy of the Association is on record in three official 
declarations: 


(a) The Principles Relating to Health Insurance 
1944; 

(b) The Basic Requirements for the Improvement 
of Health Services 1946; and 

(c) The Statement of Policy 1949. 


104. None of these documents eliminates its predeces- 
sor but rather reflects the composite views of the As- 
sociation as they have developed with experience and 
the passage of time. It is considered that the Associa- 
tion has in these declarations material for our guidance 
under most circumstances in the foreseeable future. 


105. Your Committee has been impressed with the 
emergence of a number of voluntary health agencies 
sponsored by lay groups interested in specific diseases or 
disabilities. All of these require medical guidance to 
avoid misdirection of effort, and it is apparent that 
some of them have not thoroughly investigated the need 
before launching a public campaign for funds. With- 
out encroaching on the liberty of the citizen to organize 
for charitable and beneficent purposes, it is difficult 
to suggest rules for the control of such voluntary health 
agencies. It is, however, possible to point to the national 
conferences of experts and interested citizens which 
preceded the formation of the National Cancer Institute 
and the Canadian Arthritis and Rheumatism Society as 
desirable examples of the investigation of need. Your 
Committee is undertaking a long-term study of the vol- 
untary health agencies and certain basic information has 
been recorded on twenty-seven of them which operate 
nationally. It is urged that members of the Canadian 
Medical Association, before lending their names and 





support to voluntary health agencies, should satisfy 
themselves that the organization is filling a need not 
covered by other official or voluntary organizations, that 
the management is sound, and that projects for which a 
public appeal for funds is being made, are worthy. 


106. At its final meeting, the Nucleus of your Com- 
mittee on Economics discussed the recent action of the 
Department of Veterans’ Affairs in making eligible for 
admission to Departmental hospitals, self-supporting 
veterans without service-connected disabilities. It is 
regretted that an opportunity had not been afforded to 
discuss the consequences of this step before it was made 
official by the passage of an order-in-council, as it may 
result in a serious limitation of freedom of choice of 
doctor by the veteran patient, as well as an invasion of 
the field of civilian medicine by a government Depart- 
ment. Your Committee is aware of the action of the 
Executive Committee, faced with this fait accompli, in 
advocating the study of the consequences of this step by 
composite committees in the area of each Departmental 
hospital. It is hoped that the investigations of these 
committees will result in factual experience which will 
help the Department and the profession to determine 
any modification of this policy which may be necessary. 


107. Your Committee is aware that at the Dominion- 
Provincial Conference scheduled for the autumn of 
1950, social security, including health insurance, may be 
the principal topic of discussion. In view of the likeli- 
hood that the Federal Government may renew its offer 
of assistance to the Provinces which desire to institute 
any degree of compulsory health insurance, it is highly 
desirable that the viewpoint of the profession be pre- 
sented in advance. It is understood that the Association 
has offered to the Minister of National Health and 
Welfare the services of a representative committee to 
consult with his Departmental officials, and it is hoped 
that the members of this committee may be able to 
advise General Council more fully on these matters. 


108. It is understood that provincial health survey 
committees have been asked to complete their work in 
advance of the Dominion-Provincial Conference already 
referred to. It was hoped that it would be possible to 
publish in this report a summary of progress by prov- 
inces, but the complexity of the task and the varying 
state of the surveys has made it impossible to produce 
a representative outline. 
All of which is respectfully submitted, 
C. C. WHITE, 
Chairman. 


Moved by Dr. White, seconded by Dr. Johnston, 
that this report be approved. Carried. 


Dr. White-—In my opinion a national corpora- 
tion is essential to the functioning of Prepaid Medical 
Care Plans and I think such should be applied for in 
Parliament. I believe that many good purposes would 
be served by laying our plans before Parliament and 
I hope Council will sanction such procedure today. 
We require a corporation which can function all over 
Canada and which could not be disregarded by any 
Government. We must at all costs retain our pro- 
fessional freedom and in so doing, these voluntary 
agencies will form an important factor. 


Dr. Ward.—In Quebec we are unable to join in 
on the suggested plan. We have in our Division about 
1,100 members out of a total medical population of 
around 4,000. I do not believe that the degree of co- 
operation we are able to gather together in Quebec is 
yet equal to the task of the formation by the Quebec 
Division of a Prepaid Medical Care Plan. The other 
alternative would be to give the Blue Cross all the 
powers necessary to negotiate on our behalf. (Note: 
Council felt that some such plan could be arranged 
for Quebec.) 


Representatives of all the Divisions took part 
in the discussion, and in each case it was evident that 
the matter which was causing most concern was how 
to deal with the ‘‘ medically indigent’’. 
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The following points were emphasized in the 
discussion: 


— Some members of Council urged that the As- 
sociation should make application for a Private Bill 
for Incorporation of a national plan, and that no time 
should be lost in doing so. 


— Emphasis was laid upon the necessity for 
educating the people on the voluntary plans, and get- 
ting behind all organizations which have as their 
objective the promotion of prepaid medical care plans. 
Public opinion is strongly behind this method of pay- 
ment for medical care. 


— We need plans which will cover the agri- 
cultural group. So far, no very satisfactory scheme 
has been worked out for this group. 


—To cover the agricultural group it would 
perhaps be necessary to have individual contracts, 
which would be an expensive method. It might be 
possible to cover church groups, Women’s Institutes, 
ete. 


— We should formulate our ideas very definitely 
and then set out to sell our ideas to the general pro- 
fession and the public. 


— We want a plan which will cover all the 
people, not partial coverage, but complete coverage, 
and we should have it ready before the Government 
decides that the time has come to set up a plan. 


— We should appoint a Committee which would 
sit down and make a blue print of some type of plan 
which will cover all the people, including the ‘‘ medi- 
cally indigent’’, incorporating the essential points set 
forth in our Statement of Policy. 


— We should aim at a ‘‘package’’ plan—all 
inclusive—and make it as flexible as the people wish. 


--The question of a means test to determine 
the ‘‘ medically indigent’’ class was discussed and the 
suggestion was made that the people who do not pay 
income tax might be considered as making up this 
group. 


Dr. WHITE’S COMMENTS CLOSING THE DISCUSSION 


— There was no thought on the part of the Com- 
mittee of setting up a nation-wide tariff. It was not 
intended that the correlating body would be concerned 
with a national tariff but that it would parcel out medi- 
eal care to the Provincial organizations and let them 
administer it as they saw fit, provided the people receive 
the service as laid down in the contract. 


— Much has been said on full coverage vs. partial 
coverage. We would have to start with a basic coverage 
acceptable to all the Plans, making it as full as possible, 
but that is as far as we could go. 


—It has been suggested that we bring our 
Principles or Statement of Policy up to date. We find 
it very difficult to change any of these principles with 
any hope of having them accepted with any degree of 
unanimity. The only criticism I have is that they are 
vague. They were framed that way so that everyone 
would agree. Many of us would like to see them more 
definite, but we all have to compromise if we are going 
to accomplish any important business. 


RE DISCUSSIONS WITH CANADIAN LIFE INSURANCE 
OFFICERS 
The following resolution was passed by the Execu- 
tive Committee in connection with the discussion on 
Medical Economics: 


‘¢That consideration be given by Géneral Council to 
initiating discussions between the Canadian Life 
Insurance Officers’ Association and the Canadian 
Medical Association regarding Prepaid Medical 
Care Insurance in Canada’’. 


Moved by Dr. Johnston, seconded by Dr. Dunham, 
that the above-mentioned resolution of the Execu- 
tive Committee be approved by General Countil. 
Carried. 


To clarify the above, the General Secretary ex- 
plained that the suggestion of the Executive Com- 
mittee was that there should first be a discussion be- 
tween the Canadian Life Insurance Officers’ Associa- 
tion and officials of the C.M.A., and that other dis- 
cussions with the Plans would follow. 


RE ADMINISTRATION BY AN INDEPENDENT COMMISSION 


Moved by Dr. G. G. Ferguson, seconded by Dr. Dunham, 
that the Committee on Economics be instructed 
to consider without delay methods of administra- 
tion should a government sponsored Health 
Insurance Plan be introduced, in order to assure 
that it will be administered by an independent 
Commission. Carried. 


Dr. Dunham, Ontario—We have recently been 
faced with proposals regarding health grants, some of 
which extended medical care to the people of the 
province, and we feel that we should be extremely careful 
in the administration of such a plan. The late Dr. 
Archer placed in writing his impressions with regard to 
commission administration and we find that that is the 
most comprehensive record of that subject that we have 
available. At the last meeting of the Council of the 
Ontario Division, our former stand was reaffirmed that 
health insurance in Ontario should be under an inde- 
pendent commission. Two types of commission were 
considered—(1) a small full time commission; and (2) 
a large part time commission. The O.M.A. approved of 
the larger commission. The previous policy of the O.M.A. 
suggested that the Chairman of the Commission be a 
medical man appointed by the Lieutenant Governor in 
Council. The O.M.A. Board did not feel that a medical 
man should be chairman and proposed that the Chairman 
be appointed from the Commission by its members. It 
was proposed that the Director General should be a 
Doctor of Medicine, regularly qualified and in good 
standing in the province. 


Moved by Dr. Johnston, seconded by Dr. Thompson, 
that this General Council approves of the prin- 
ciple that application be made to the Federal 
Government of Canada for a private Bill for a 
national corporation to permit the incorporation 
of the prepaid medical care plans on a national 
basis. Furthermore, that the committee en- 
trusted with this study be urged to consult with 
representatives of other voluntary health in- 
surance plans with a view to making it as 
comprehensive a national plan as possible, and 
that they report back to the Executive Com- 
mittee. Carried. 
Moved by Dr. Lyon, seconded by Dr. Dunham, 

that the Council of the Canadian Medical As- 
sociation requests the Executive Committee to 
study and evolve if possible, a plan for the 
implementation of subsection (c) clause 6 of the 
Statement of Policy of the Association. Carried. 
Note: Clause (c) reads as follows: 

‘*The provision by the State of the Health In- 
surance premium, in whole or in part, for those 
persons who are adjudged to be unable to pro- 
vide these premiums for themselves. ’’ 





REPORT OF THE NOMINATING 
COMMITTEE AND ELECTION OF 
OFFICERS AND EXECUTIVE 
COMMITTEE 


The General Secretary presented the report of 
the Nominating Committee to General Council at the 
Tuesday morning session. 

The following officers and members of the 
Executive Committee were duly elected: 
President-Elect—Dr. H. B. Church, Aylmer, Que. 
Chairman of General Council—Dr. Harris MePhedran, 

Toronto 
Honorary Treasurer—Dr. E. S. Mills, Montreal 
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Executive Committee: 
British Columbia—Dr. J. C. Thomas, Vancouver 
Alternate—Dr. S. A. Wallace, Kamloops 
Alberta—Dr. Harold Orr, Edmonton 
Alternate—Dr. M. A. R. Young, Lamont 
Saskatchewan—Dr. E. A. McCusker, Regina 
Alternate—Dr. F. C. Heal, Moose Jaw 
Manitoba—Dr. R. W. Richardson, Winnipeg 
Alternate—Dr. D. L. Scott, Winnipeg 
Ontario—Dr. E. K. Lyon, Leamington 
Dr. Victor Johnston, Lucknow 
Dr. M. C. Harvey, Kitchener 
Alternate—Dr. C. C. White, Chatham 
Quebec—Dr. W. deM. Scriver, Montreal 
Dr. R. V. Ward, Montreal 
Dr. J. R. Lemieux, Quebec 
Alternate—Dr. Jean Saucier, Montreal 
New Brunswick—Dr. D. A. Thompson, Bathurst 
Alternate—Dr. G. F. Skinner, Saint John 
Nova Scotia—Dr. A. E. Blackett, New Glasgow 
Alternate—Dr. H. A. Fraser, Bridgewater 
Prince Edward Island—Dr. W. J. P. MacMillan, 
Charlottetown 
Alternate—Dr. J. F. McNeill, Summerside 
Newfoundland—Dr. John Walsh, Manuels 
Alternate—Dr. H. D. Roberts, St. John’s 


REPORT OF THE COMMITTEE 
ON PHARMACY 


Mr. Chairman and Members of General Council :— 


109. At the meeting of the C.M.A. held in June, 1949, 
the General Council passed a resolution which in effect 
recommended that the Department of National Health 
and Welfare devise some means for the registration of 
all new drugs before they could be offered for sale. 
This resolution was duly forwarded to the Department, 
and it is now possible to report substantial progress to- 
wards the implementation of our recommendation. New 
regulations under the authority of the present Food and 
Drugs Act have been drafted. At the time of writing, 
the draft is being discussed by the Department of Health 
with the Canadian Pharmaceutical Manufacturers As- 
sociation and other interested bodies. We have every 
reason to believe that a workable set of regulations will 
soon appear. 


110. The Food and Drugs Division of the Department 
of National Health has recently submitted to the Cana- 
dian Medical Association a draft of a manual for the 
guidance of manufacturers of food and drugs. In re- 
viewing this draft on behalf of the Canadian Medical 
Association, the chairman of your Committee was im- 
pressed by the growing complexity of the problem of 
control of pharmaceutical products. Knowing something 
of the colossal bureaucracies which have developed in 
the United States to handle this problem, he could not 
help feeling some satisfaction regarding the simple yet 
relatively effective procedures which have evolved, and 
are evolving in Canada to meet essential requirements. 
We have far to go but we are going the right way. 


111. Many enquiries of a pharmaceutical nature are 
referred from time to time to the Canadian Medical 
Association. Most of these do not merit the attention 
of the General Council. A recent one from the World 
Health Organization perhaps deserves a word. It was 
@ questionnaire regarding the availability of new and 
important drugs in Canada, and the control of dangerous 
drugs. It was evident, after filling out this question- 
naire, that we in Canada enjoy accessibility to the 
fruits of Science and Industry which must be the envy 
of the greater part of the world. . 


112. In July, 1949, the World Medical Association re- 
quested from the Canadian Medical Association, ‘‘In- 
formation on the use or dispensability of diacetyl- 





morphine (Heroin) in Canada’’. A copy of this enquiry 
was forwarded to the Committee on Pharmacy of each 
Division of the C.M.A. In due course replies were 
received from nine of the ten divisions. Seven divisions 
expressed the opinion that Heroin has definite advant- 
ages in certain applications and that its use by the 
medical profession should not be prohibited. Two 
divisions expressed the opinion that no great opposition 
would be made to the prohibition of the medical use of 
heroin. In view of these expressions of opinion, the 
following resolution is submitted: 


113. ‘‘Whereas it has NOT been shown that prohibi- 
tion of medical use of heroin has influenced in any way 
the incidence of addiction to heroin; and 

Whereas by virtue of its shorter but more in- 
tense action, heroin differs from morphine, in a manner 
to make it more useful than morphine in certain ap- 
plications, 

Be it resolved that this General Council recom- 
mend that the use of heroin by the medical profession 
of Canada be not prohibited. Be it further resolved, 
by reason of the recognized propensity of heroin to 
induce addiction, that this Council recommend to the 
medical profession, that whenever the best interests of 
their patients permit, some other medication be sub- 
stituted for heroin.’’ 


All of which is respectfully submitted, 


J. K. W. FERGUSON, 
Chairman. 


Moved by Dr. Farquharson, seconded by Dr. Magner, 
that this report be adopted. Carried. 


In the discussion on this report, Dr. G. D. W. 
Cameron, Deputy Minister of National Health em- 
phasized the necessity for curtailing the use of Heroin 
as far as is possible. 


REPORT OF THE COMMITTEE 
ON INDUSTRIAL MEDICINE 


Mr. Chairman and Members of General Council :— 


114. During the year your Committee has assisted the 
Committees of the Quebec and Ontario Divisions in 
preparation for a meeting of the Industrial Physicians 
from both Provinces held at Quebec City on September 
29 to October 1, 1949. The Quebec Division assumed 
the major responsibility for a successful meeting from 
the standpoint of the papers and discussion. The tradi- 
tional hospitality of Quebec prevailed. 


115. Arrangements have been completed for a program 
for the Section of Industrial Medicine at the forthcom- 
ing annual meeting at Halifax. 


116. The proposal that a project be set up for the 
investigation of the development of cardiovascular dis- 
eases, using the facilities to be provided by certain 
industries, has been referred to a committee composed 
of Directors of Industrial Hygiene for Manitoba, 
Ontario, and Quebec, to be augmented by representatives 
of industrial physicians named by the Association. If 
consideration by this Committee results in a decision 
that such an activity is practical and useful, a request 
will be made for funds from the Federal Grant. 


117. At the Quebec meeting the following resolution 
was passed: 

‘‘Tt is resolved that the Committee on Industrial 
Medicine of the Canadian Medical Association be re- 
quested to appoint a sub-committee of stewards to 
make recommendations with respect to industrial medi- 
cine practice and the training of industrial health 
personnel,’’ 


As yet no action has been taken on this resolution. 
All of which is respectfully submitted, 


R. B. ROBSON, 
Chairman. 








Canad. M.A. J. 
Sept. 1950, vol. 63 


BUSINESS REPORT 








Amendment: Section 117, fifth line, it was agreed 
that the words ‘‘sub-committee of stewards’’ should be 
changed to ‘‘committee’’. 

Moved by Dr. Robson, seconded by Dr. Lynch, 
that this report as amended be approved. Carried. 


REPORT OF THE COMMITTEE ON 
CONSTITUTION AND BY-LAWS 


Mr. Chairman and Members of General Council :— 


118. Following the extended report of the Committee 
last year, General Council authorized the Committee with 
the assistance of the Solicitor for The Association to 
make such minor changes in the By-Laws as might be 
necessary to make them conform with the approved 
amendments. 

This study is now in progress and a report upon 
it will be submitted to the Executive Committee prior 
to the Annual Meeting in June. 


119. At its meeting in March, the Executive Com- 
mittee referred to the Committee two problems for 
study: (1) a study of the Committee structure of The 
Association and (2) the question whether the title 
Assistant Secretary should be superseded by the title 
Associate Secretary. 

The Chairman has submitted these problems to 
the Committee for study and a report will be made 
to the Executive Committee as instructed. 


All of which is respectfully submitted, 
R. I. HARRIS, 
Chairman. 


Moved by Dr. Harris, seconded by Dr. Robson, 


that this report be approved. Carried. 





REPORT OF THE COMMITTEE 
ON MEDICAL EDUCATION 


M;. Chairman and Members of General Council :— 


120. The members of the Nucleus Committee’ on Medi- 
eal Education of the Canadian Medical Association are 
as follows: 


Dr. Kirk Lyon, Leamington. 

Dr. Roger J. Rossiter, London. 

Dr. Clare Sanborn, Windsor. 

Dr. J. H. Geddes, London. 

Dr. F. S. Brien, London. 

Dr. G. E. Hobbs, London (Chairman). 


The following problems were discussed and recom- 
mendations brought forward to the General Council at 
a meeting held in London on Wednesday, January 11, 
1950: 


INTERNSHIPS FOR UNDER-GRADUATE MEDICAL STUDENTS 
WITH GENERAL PRACTITIONERS 


121. It has frequently been pointed out that, with the 
increasing complexity of under-graduate medical educa- 
tion, the student has no opportunity to gain experience 
with general practice. It has been suggested that this 
difficulty could be overcome in part by having the 
student act as an under-graduate intern with a general 
practitioner during the period between the two final 
years of his under-graduate course. 


The Committee is in agreement in principle with 
this suggestion, but believes that this procedure presents 
many difficulties of a practical administrative nature and 
would recommend only that the plan be continued in 
selected areas on an experimental basis, and that it 
should be limited to a few selected practitioners who 
reside in the smaller centres. 





PHYSICIANS WHO ARE DISPLACED PERSONS 


122. Since 1935, medical education, in the countries 
of Central Europe, has deteriorated progressively. It 
is recommended that displaced physicians who have 
graduated from this area during this period should 
not be granted licenses to practice medicine without very 
strict inquiry of their medical qualifications as compared 
with the existing standards in use in Canada. For the 
protection of the public, standards should not be 
lowered. However, your committee expresses deep con- 
cern over the plight of these displaced persons, and 
would go on record as strongly recommending that every 
effort should be made to absorb these physicians into 
allied medical fields. 


STUDENTS WHO ARE DISPLACED PERSONS 


123. Many displaced persons are under-graduate medi- 
cal students from various Universities in Europe. With 
the present congestion in medical schools in Canada 
there is little likelihood that they will have opportunity 
of completing their education in Canada. 


Therefore, your committee recommends that 
every effort should be made to assist in the placement 
of these students in allied fields of medicine. 


SUPPLY OF PHYSICIANS IN CANADA 


124. At the present time there are not sufficient physi- 
cians to meet the demand for medical care in Canada. 
This opinion is based on personal experience of the 
various members of the committee and is supported by 
impressions gained in meeting physicians from their own 
or other areas. The committee feels, however, the new 
medical schools in the process of organization in various 
areas of the Dominion will be adequate for some time 
to come. Any increased aid to medical education should 
be in the form of larger grants to existing schools and 
those in the stage of formation rather than a questionable 
procedure of attempting to initiate new centres of medi- 
cal education. There is a real danger that pressure 
might be exerted to expand the number of medical 
schools beyond the capacity of the country to support at., 
present high standards. This in turn might lead to 
lowered standards of education which would have a 
deleterious effect on the health of the people. 


AVAILABILITY OF TEACHING BEDS FOR MEDICAL SCHOOLS 
AND THE INCREASING USE OF VOLUNTARY 
HEALTH INSURANCE 


125. The high standard of medical education in Canada 
has been due, in no small degree, to the contribution 
that has been made by the Staff Patients of the teaching 
wards of the hospitals associated with medical schools 
through being available for teaching purposes. The 
growth of prepaid medical care plans has had a deleteri- 
ous effect on medical education by limiting the number 
and variety of cases on the teaching wards of the hos- 
pitals associated with medical schools. It has been 
suggested that the present voluntary health insurance 
should be expanded and that the contribution of those 
unable to pay should be met from Government sources. 
Unless the needs of teaching centres are considered this 
move would have a disastrous effect on under-graduate 
medical education. In the National Health Insurance 
Plan of Great Britain this problem has been met by 
designating certain hospitals that are to be used for 
teaching. Your committee would be loath to see a situa- 
tion arise in Canada where through desperation a similar 
move might be necessary. It is their feeling that this 
difficulty is sufficiently real and urgent at the present 
time that steps should be taken to meet it. 


Therefore, we would recommend that, if any 
steps are taken to cover the medically indigent through 
governmental funds, it should be clearly written 
into the contract that when these patients enter a 
teaching hospital they should contribute to the progress 
in under-graduate teaching by being available for 
teaching purposes, as they have been in the past, and 
that the handling of their case should be under the 
direct supervision of the head of the service under 
which they receive treatment. 
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RECOMMENDATIONS FROM THE 13TH ANNUAL CONFERENCE 
OF CANADIAN ASSOCIATION OF MEDICAL STUDENTS 
AND INTERNS TO THE CANADIAN 
MEDICAL ASSOCIATION 


126. A series of important resolutions were trans- 
mitted to the Canadian Medical Association from the 
13th Annual Conference of the Canadian Association 
of Medical Students and Interns. On being referred 
to the Committee on Medical Education, they were 
carefully considered and are reproduced herewith in 
slightly amended version, with recommendations: 


(a) ‘*Whereas the operation of the CAMSI Summer 

Employment Service is now proceeding satis- 
factorily and progressively, 
Be it resolved that the National Executive, in 
co-operation with the Canadian Medical Asso- 
eiation and its Section of General Practice, and 
with the support of each member school, con- 
tinue to operate the Summer Employment 
Service for at least another year.’’ 


Your committee recommends the support of the Cana- 
dian Medical Association in a further trial of the 
CAMSI Summer Employment Service for another year. 


(b) ‘* Whereas the need for the payment of interns has 
been well established by the CAMSTI Survey, 
And whereas a majority of administrators and 
medical staffs of teaching hospitals agree to the 
reasonableness of CAMSI’s request for the pay- 
ment of $25.00 per month during the first year 
of internship, 

And whereas the General Council of the Cana- 
dian Medical Association in 1948 concurred in 
the reasonableness of this request, 

Therefore be it resolved that a communication 
be forwarded to the Canadian Medical Associa- 
tion, the Association of Canadian Medical 
Colleges, the Canadian Hospital Council and to 
other groups concerned, urging their support of 
the payment of interns at a minimum of $25.00 
per month in teaching hospitals in the first year 
of approved internship, even if this internship 
is served before graduation. ’’ 


Your committee believes that this is a reasonable re- 
quest and solicits the assistance of the members of 
the Canadian Medical Association in implementing it. 


(c) ‘‘Whereas the General Council of CAMSI is con- 
cerned with the confusion created in Canada by 
the awarding of medical degrees after varying 
years of undergraduate medical training, 

And whereas it is in the national interest that 
Universities adopt a standard system for the 
award of medical degrees, 

Therefore be it resolved that an approach be made 
to the Association of Canadian Medical Colleges, 
the Canadian Medical Association and to other 
interested groups to enlist their support of a 
uniform period of training leading to a degree in 
medicine. ’’ 

Your committee approves of this recommendation insofar 

as it relates to the period of training before a degree in 

medicine is granted. We would recommend, however, 
that students should not be licensed to practice medicine 
at the time of graduation, but only after the successful 
completion of one year’s internship. On completion of 
their formal undergraduate education, they should be 
allowed to complete the written papers of the Medical 

Council of Canada, and these could, as desired by the 

universities concerned, be used as a basis of the granting 

of degrees. The oral examination of the Medical Council 

of Canada should be withheld until the completion of 

the internship and then these results could be combined 

with the results of the papers written in the previous 

year to determine fitness for the granting of a license to 
practice medicine. ‘ 

All of which is respectfully submitted, 
G. E. HOBBS, 
Chairman. 





RE GENERAL PRACTITIONER LICENSES 


Moved by Dr. W. Bramley-Moore, seconded by Dr. V. 
Johnston, 


WHEREAS the medical profession is subject to 
much criticism through practitioners attempting 
procedures for which they have been inade- 
quately trained, 


AND WHEREAS it is not in the best interests of a 
high standard of medical care that they should 
do so. 


AND WHEREAS we as a profession, through the 
medical staffs of our hospitals, recognize the 
need for additional training before permitting a 
practitioner to carry out many procedures which 
he is presently licensed to do. 

THEREFORE, 

BE IT RESOLVED that the Council of the Canadian 
Medical Association recommend to the various 
licensing bodies of Canada and to the Association 
of Canadian Medical Colleges that an immediate 
study be made of the need, advisability and 
method of granting what might be known as a 
general practitioner license to applicants having 
the minimum requirements for licensure. Carried. 


RE PROGRESS OF GENERAL PRACTITIONERS TO 
CERTIFICATION 


The following resolution originating from the 
Committee on Education of the Ontario Division was 


Moved by Dr. Hall, seconded by Dr. Gray, 


WHEREAS it seems desirable in the interests of 
the health of the people of Canada that every 
opportunity be given to the medical practi- 
tioners in Canada to improve their knowledge; 
AND WHEREAS it is desirable that general practi- 
tioners of medicine in Canada be given oppor- 
tunities to qualify in specialized fields leading to 
the attainment of certification or a specialist 
degree; 

AND WHEREAS at the present time it is impossible 
for the great majority of general practitioners 
to devote the time in hospital required by the 
Royal College of Physicians and Surgeons for 
certification; 

BE IT RESOLVED that the Council of the Canadian 
Medical Association recommend to the Royal 
College of Physicians and Surgeons of Canada that 
its policy in this matter be re-examined with a 
view to the encouragement of the legitimate aspir- 
ations of many general practitioners. Carried. 


REPORT OF THE COMMITTEE 
ON MEMBERSHIP 


Mr. Chairman and Members of General Council :— 


127. The federated structure of our Association places 
major responsibility for membership in the hands of our 
Constituent Divisions. This leaves for the national com- 
mittee the duty of assisting the Divisions, on request, 
in their efforts to increase the conjoint membership. 


128. During the current year such aid was rendered 
to our newest Division by sending to every doctor in 
Newfoundland a letter outlining the functions of the 
Canadian Medical Association, together with a copy of 
the September, 1949, issue of the Canadian Medical As- 
sociation Journal which contained the transactions of 
the last Annual Meeting. It is a pleasure to report 
that the endeavours of the very active executive of the 
Newfoundland Division have resulted in the enrollment 
of 98 new members out of a total of 150 physicians in 
the province. 
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129. Two years ago General Council approved the 
recommendation of the Executive Committee that the 
expanding activities of the Association required an in- 
crease in the annual membership fee from $8.00 to 
$10.00. In the intervening time this step was concurred 
in by all Divisions, and on January 1, 1950, the new 
annual fee was made effective. Several of the Divisions 
found themselves with a similar need to increase their 
revenues to finance new projects, and the resultant con- 
joint annual fee in certain provinces is higher than ever 
before. It is too early to estimate precisely the effect 
of these rises on the total membership figures, but it is 
possible that some decrease may be anticipated. In 
the report of the Executive Committee will be found the 
current membership by provinces. 


130. Several Divisions have inaugurated a reduced fee 
schedule related to the early years following graduation, 
to the period of postgraduate work or to the commence- 
ment of practice. The Canadian Medical Association 
participates in this worthy endeavour by accepting the 
same proportion of the annual fee as the reduced fee 
bears to the usual Divisional fee, provided that in no 
instance the C.M.A. portion is less than $2.50. A sub- 
stantial number of young physicians are thus afforded 
full membership privileges at a cost which is within 
their means. 


131. Members of the Canadian Medical Association 
are convinced that the support of the national and 
provincial organizations of our profession is essential. 
They are aware that more work on behalf of all of the 
profession is being carried out and that additional 
funds must be forthcoming to finance these undertakings. 
A great service may be rendered by the individual 
members of our Association if they will, in conversa- 
tion with their colleagues, emphasize the necessity for a 
representative and strong Association. Although the 
total annual outlay for membership fees in national, 
provincial, local and special organizations of the medical 
profession may in some instances assume sizeable pro- 
portions, it may be pointed out that in comparison with 
other callings, doctors pay a modest amount for the 
maintaining of their own Associations, and practising 
physicians may deduct these fees as an expense from 
their income tax. 


132. Your Committee would urge the support of all 
members in augmenting our numerical strength. 


All of which is respectfully submitted. 


A. B. WHYTOCK, 
Chairman. 


Moved by Dr. Adamson, seconded by Dr. Bryant, 
that this report be approved. Carried. 


REPORT OF THE COMMITTEE 
ON MATERNAL WELFARE 


Mr. Chairman and Members of General Council :— 


134. There have been no formal meetings of this 
Committee, no matters of importance sufficient to war- 
rant assembly of the nucleus of the Committee having 
been brought to the attention of the Chairman. 


135. Attention is directed to the fact that the Com- 
mittee on Maternal Welfare is not in a position to 
perform any actively constructive function and cannot 
be expected to do more than make recommendations or 
direct attention to trends. 


136. It is desired to emphasize the slowly increasing 
availability of adequately trained and qualified con- 
sultants, whose collective ability to contribute to a 
lowering of mortality and morbidity rates cannot be 
overestimated. It is to be hoped that the profession at 
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large and all hospitals concerned will increasingly recog- 
nize the desirability of freely employing the services of 
such trained consultants to full advantage and, in this 
regard, it is particularly desirable to stress how much 
more effective must be the results of early, as it were, 
prophylactic consultation, as compared to the compara- 
tively disappointing consequences of consultation after 
the development of major complications. Particularly 
is this true with respect to the treatment of Toxzemias, 
Hemorrhage of late Pregnancy, Post-Partum Hemor- 
rhage and Prolonged Labour. The principle that in all 
hospitals Elective Cesarean Section should not be con- 
doned without specialist consultation, when available, is 
so well recognized that its failure to gain universal 
acceptance is, to say the least, perplexing. 


137. The standards of obstetrical practice throughout 
Canada seem to be showing steady improvement, as evi- 
denced by improving mortality and morbidity rates. 
That there is, however, ample room for continued im- 
provement and certainly no place for complacency, can- 
not be denied. Many, perhaps most, maternal deaths 
remain in the preventable category and this applies 
with even greater emphasis to most cases of serious 
morbidity and to many instances of fetal mortality. 
In this latter regard, a tremendous scope for effective 
endeavour remains. 


138. To those engaged in Obstetric Practice in the 
general hospitals removed from the teaching schools, the 
impression is widely held that recent medical graduates 
are none too competent to assume the ordinary obstetri- 
cal responsibilities of general practice without'a great 
deal of further guidance and help. In general, the op- 
portunities for experience and tuition in many rotating 
internships are lacking in the features which might be 
expected to render the obstetrics of subsequent general 
practice as safe as might be desired. There seems to be 
a prevalent inability on the part of many interns to 
distinguish between the standards of good obstetrics 
and those of poor or indifferent obstetrics. The teach; 
ings of the medical school often seem to be over- 
shadowed or completely lost, with amazing rapidity, in 
the presence of frequently observed precedents of a 
lower standard. 


It is suggested, therefore, that hospitals provid- 
ing internships in obstetrics, as part of the training 
designed to fit recent graduates for general practice, 
have the responsibility to approach more closely the 
standards of the teaching hospitals in this respect. 
It is possible that the Canadian Medical Association 
might make an effective contribution to this end 
through the Committee on Approval of Hospitals for 
Internships. 


139. The standards of training and competency re- 
quired for Certification by the Royal College of Physi- 
cians and Surgeons of Canada will undoubtedly con- 
tribute very materially, as time goes on, to the improve- 
ment of Maternal and Fetal Welfare. Attention might 
be drawn, however, to the very limited facilities avail- 
able in Canada to those who desire to qualify themselves 
for certification. 

Many are denied the opportunity by reason of 
the few appointments available and it seems fitting 
to suggest that the C.M.A. might appropriately exert 
its interest and effort to aid in the improvement and 
extension of these facilities. The results ought to be 
gratifying in terms of lowered maternal and fetal 
mortality and morbidity. 


140. All of which is respectfully submitted. 


A. B. NASH, 
Chairman. 


Moved by Dr. Ferguson, seconded by Dr. Gérin-Lajoie, 


that this report be approved and that Section 138 
be referred to the Committee on Education for 
Carried. 


study. 
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REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of General Council :— 


141. The Committee on Public Health has the honour 
to present the following reports: 


142. During the months of January and February, 
the nucleus committee wrote to the provincial chairmen, 
inquiring whether they had any subject matter to report. 
Some replied that they had nothing to bring up and the 
others suggested that they felt that it was better to 
await the completion of the Health Surveys before mak- 
ing any further recommendations to General Council. 


143. 
bers of the combined nucleus and Quebec Committees 
and the eight provincial chairmen are all members of 
technical sub-committees or central committees who are 
engaged in preparing the reports of the provincial 
Health Surveys. Each of these members asked me to 
assure General Council that they would welcome any 
representations that any group of physicians might care 
to make to their provincial Health Survey Committees. 
Although reports are in course of preparation, sugges- 
tions would still be welcome up to mid-summer. 


All of which is respectfully submitted, 
R. VANCE WARD, 
Chairman. 
Moved by Dr. Ward, seconded by Dr. Hill, 


that this report be approved. Carried. 





REPORT OF THE COMMITTEE 
ON APPROVAL OF SCHOOLS FOR 
LABORATORY TECHNOLOGISTS 


Mr. Chairman and Members of General Council :— 


144. During the current Association year your Com- 
mittee on Approval of Schools for Laboratory Techno- 
logists has received 6 applications from laboratories 
desiring recognition for teaching purposes. Of these 
4 have been approved, 1 deferred and 1 is still under 
consideration at the time of writing. 

145. In no instance is an application put before the 
Committee without an inspection and report by the com- 
mittee member situated closest to the applicant labora- 
tory. This duty has been assumed by the committee 
members at considerable inconvenience to themselves, and 
the thanks of the Association are due to these gentle- 
men for their efforts in this connection as well as for 
their prompt attention to all correspondence. Your 
Committee regrets that his move to the United States has 
deprived us of the valuable services of Dr. R. P. Smith, 
formerly of Halifax. He was an active member of the 
committee for many years, and we wish him well in 
his new appointment. 

146. The list of approved schools for laboratory tech- 
nologists now contains a total of 50 laboratories. It is 
the hope of your Committee that directors of approved 
schools will continue to train the maximum number of 
students with a view to their employment at hospitals 
throughout Canada. 


147. Contact has been maintained with the Canadian 
Society of Laboratory Technologists and the field trip 
of Miss Ileen Kemp, the President, to laboratories in 
Western Canada was assisted. Miss Kemp reported to 
your Committee that her activities on behalf of techno- 
logists were materially aided by the co-operation which 
she received from physicians everywhere. 
All of which is respectfully submitted, 


W. L. DONOHUE, 
Chairman. 
Moved by Dr. Dunham, seconded by Dr. Lyon, 


that this report be approved. Carried. 


With only two or three exceptions, the ten mem- . 


REPORT OF THE COMMITTEE 
ON APPROVAL OF HOSPITALS 
FOR INTERNSHIP 


Mr. Chairman and Members of General Council: 

148. During the Association year now concluding, your 
Committee on Approval of Hospitals for Internship has 
received 12 applications from Canadian hospitals, and 
has disposed of them as follows: 1 was granted full 
approval, 3 were included on the commended list, 7 were 
adjudged to be unsuitable for inclusion on either list 
and 1 application is still under consideration. All busi- 
ress of the Committee has been carried out by corres- 
pondence, and it is desired to thank the members for 
their prompt attention to the documents placed before 
them. 


149. By long-standing agreement with the American 
Medical Association, reciprocal recognition is given to 
the Canadian hospitals approved by this Association, 
and to the American hospitals approved by the Council 
on Medical Education and Hospitals. This desirable 
mutual recognition implies a reasonably close relation- 
ship of the Standards of approval, and a recent amend- 
ment to the Essentials of an Approved Internship re- 
quires corresponding action by the Canadian Medical 
Association. The amendment raises the required autopsy 
rate from 15 to 20%. In view of the generally accepted 
principle that a hospital’s necropsy rate constitutes a 
reliable gauge of the staff’s interest in scientific ad- 
vancement, it is recommended that a rate of at least 
20% be required of Canadian hospitals seeking approval. 


150. In the report of this Committee to the 1949 
meeting of General Council, a project of the Canadian 
Association of Medical Students and Interns to operate 
the Canadian Intern Placement Service was described. 
General Council expressed its support of this plan and 
authorized the Secretarial office to render such assistance 
as could be supplied. 


151. The Canadian Intern Placement Service affords to 
members of the graduating classes of participating 
medical schools the opportunity to exercise freedom of 
choice in selecting an internship, and to hospitals the 
opportunity of indicating their preference among the 
students who apply. All details are settled by November 
15th, which is the date selected by American hospitals 
for the appointment of interns, and no disadvantage to 
Canadian hospitals results from a student applying to 
both American and Canadian hospitals. 


152. At four Canadian medical schools the first intern 
year is regarded as part of the undergraduate instruc- 
tion and students are assigned to hospitals. These schools 
are therefore ineligible to participate in C.I.P.9. Of 
the remaining five schools which graduate a class in 
1950, 336 final year students utilized C.I.P.S. to obtain 
an internship. Of these 227 (67.6%) were assigned to 
the hospital of their first choice; 37 (11%) to the hos- 
pital of their second choice; 36 (10.7%) to the hospital 
of lower than second choice; and 36 (10.7%) were 
either unplaced or withdrew. 


153. Thirty-eight (38) approved or commended Cana- 
dian hospitals participated in the plan and utilized this 
method of obtaining junior interns who will report for 
duty July 1, 1950. 


154. The operation of the Canadian Intern Placement 
Service for the first time on a national basis revealed 
some weaknesses which the Canadian Association of 
Medical Students and Interns proposes to correct. The 
plan has many obvious merits and deserves a thorough 
trial by the approved hospitals of Canada. 


155. Published as an appendix to this report are the 
regulations governing the operation of C.I.P.S. for the 
current year. 
All of which is respectfully submitted, 
HARVEY AGNEW, 
Chairman. 
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PROCEDURE FOR THE APPOINTMENT OF INTERNS BY THE 
CANADIAN INTERN PLACEMENT SERVICE (C.I.P.S.) 


156. The Canadian Intern Placement Service (C.I.P.S.) 
is an activity sponsored by the Canadian Association of 
Medical Students and Interns (C.A.M.9.I.) with a view 
to providing the widest possible choice of internships 
by Canadian students, and by approved and commended 
Canadian hospitals. C.I.P.S. does not guarantee to any 
hospital that interns will be supplied, nor to any student 
that an internship will be available at any specific 
hospital. 


157. The function of C.I.P.8. is confined to final year 
students at participating Canadian medical schools, who 
are seeking their first rotating internship in approved 
and commended Canadian hospitals. Physicians who have 
already graduated at the time of application, or who 
are seeking training in special fields, are unsuitable for 
processing by C.I.P.S. and should not be included in lists 
submitted by hospitals. 


1, Each final year medical student will apply for intern- 
ship to the Administrator or the Intern Committee 
of each of the hospitals in which he desires to intern. 
These applications must be in the hands of the hos- 
pitals before October 15th. 


to 


The medical student will enter on a Student Form 
(supplied by the Canadian Intern Placement Serv- 
ice), the names of the hospitals to which he has ap- 
plied for an internship in the order of his preference, 
and send the form to the C.I.P.S. before October 
15th. Each student form must be accompanied by 
the required fee of $1.00. (Cheques should be made 
payable to ‘‘Secretary-Treasurer, Canadian Intern 
Placement Service’’.) It is recommended that 
students make application to a sufficient number of 
hospitals to ensure assignment to one of them. 


7 


The hospital administrator or Intern Committee will 
rank the applicants in the following two groups, from 
an investigation of the applications, personal inter- 
views, hospital examinations, letters of recommenda- 
tion or any other data that may be available. 


Form A—Those that the hospital definitely desires 
as interns. 


Form B—Those that the hospital will appoint should 
any applicants on Form A be eliminated, 
i.e., alternates or second choices, listed in 
order of preference. 


The hospital will enter the names of the applicants 
in these two groups on Forms A and B respectively 
(to be supplied by the C.I.P.8.) and send the forms 
to the Canadian Intern Placement Service on or be- 
fore November 5th. It is strongly recommended that 
hospitals indicate their order of preference for all 
applications received. 


The C.I.P.8. will assemble the student forms and the 
hospital forms A and B and, by a process of dove- 
tailing, will assign to each hospital the students 
appearing on Form A. In cases where a student’s 
name appears on more than one Hospital Form A, he 
will be assigned to the hospital appearing highest on 
his preference list (Student Form). His name will 
then be deleted from all other Hospital Forms A on 
which it appears, thus creating vacancies for altern- 
ates in these Hospitals. The C.I.P.S. will then fill 
these vacancies from Form B, submitted by the hos- 
pitals, using the same method as followed above. By 
this means, the hospitals will control the filling of 
gaps on their Forms A. The C.I.P.S. will continue 
this process of dove-tailing Hospital and Student 
Forms until the lists of choice have been exhausted. 


The C.I.P.9. will serve only those students desiring 
to intern in Canadian Approved or Commended Hos- 
pitals. Students desiring to intern in hospitals other 
than those on the Canadian Medical Association’s 
Approved or Commended List will be required to 
make their own arrangements for such internship. 


- 


s 


If a student desires to apply to both Canadian and 
American hospitals, C.I.P.S. will handle his applica- 
tion only if the Canadian hospitals stand higher on 
his preference list (i.e., Student Form), than the 
American ones. 


6. The C.I.P.S. will send to each hospital, by telegram, 
a list of all the medical students assigned to it by 
the above procedure on November 15th, and, on the 
same date, will advise each medical school of the 
assignment of its students. 


Hospitals should immediately notify the students 
assigned, that they in fact are offered an appoint- 
ment. This notification should be carried out by wire 
in the case of students residing at a distance, and 
in any case it should be dispatched on the date of 
November 15th. 


In turn, students so assigned and accepting the ap- 
pointment should reply to the hospital by November 
18th. 


7. RESULT: By this scheme, each hospital will secure 
the interns considered by it most desirable, and 
each medical student will receive the best appoint- 
ment open to him in accordance with his expressed 
preference. 


8. NOTE RE APPROVED HOSPITALS: Medical 
students should note that, for those individuals who 
desire certification or fellowships in the Royal College 
of Physicians and Surgeons of Canada, or who desire 
to practise in the U.S.A. and write the exams of the 
National Board of Medical Examiners, these two 
bodies require candidates to have interned in hos- 
pitals approved either by the Canadian Medical As- 
sociation or American Medical Association. 


Moved by Dr. Agnew, seconded by Dr. Hall, 
that this report be adopted. Carried. 


It was pointed out that there is some doubt in 
the minds of the officials of certain hospitals as to 
whether the fact that they have general practitioners 
on their staffs interferes with their obtaining approval 
for internship. 

Dr. Agnew stated emphatically that there is 
absolutely no foundation for such a belief. 


RESOLUTION FROM THE EXECUTIVE COMMITTEE RE 
STANDARDIZATION AND APPROVAL OF HOSPITALS 
IN CANADA 


The following resolution was passed by the Ex- 
ecutive Committee at its last meeting: 


‘‘That this Executive Committee recommend to 
General Council that a special committee be ap- 
pointed to consider the setting up ‘of machinery 
for the standarization and approval of hospitals 
in Canada—such committee to have the power to 
invite the co-operation of the Royal College of 
Physicians and Surgeons of Canada and the 
Canadian Hospital Council in this study, and 
to report back to the Executive Committee of 
the C.M.A.’’ 


Moved by Dr. Lyon, seconded by Dr. White, 
that this resolution of the Executive Committee 
be approved by General Council. Carried. 


In the discussion on this matter, Dr. Agnew 
pointed out to Council that the implementation of this 
resolution would involve considerable expense in the 
way of staff, office expenses, travelling expenses, con- 
tact with hospital management, etc., and that we 
should not embark on the venture until we were in a 
position to carry out the standardization program at 
least as well as the international organization now in 
the field. 


Moved by Dr. White, seconded by Dr. Lyon, 
that the setting up of the special Committee on 
standardization be left to the Chairman of 
General Council. Carried. 
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REPORT OF THE COMMITTEE 
ON CREDENTIALS AND ETHICS 


Mr. Chairman and Members of General Council: 
158. I beg to submit the following report for the Com- 
mittee on Credentials and Ethics: 


159. Your executive has asked the committee to con- 
sider the problem of the participation of medical men 
in the drug business. In a letter to the General Secre- 
tary from a private practitioner it is stated: 


‘*A group of doctors wish to organize a Drug Whole- 
sale. . . We expect to use our own names on 
very common drugs; 

‘‘Two years ago we approached our own Medical 
Association and they stated this was not ethical. 
Since then we have discussed this with our lawyer 
and he stated it was quite ethical as we are forming 
a Drug House, not to form a monopoly but to give 
most of the profits for Medical Research to our 
University. We expect to sell shares in the 
Company.’’ 


160. Ten members of the Committee have given an 
opinion on this proposal. They unanimously believe 
that this is an undesirable venture for medical men. 
It is quite obviously contrary to the passage in the 
Canadian Medical Association Code of Ethics which 
says: 

‘**Tt is undesirable that medical practitioners should 
have a proprietary interest in preparations or ap- 
pliances which it may be their duty to recommend 
to patients.’’ (British Medical Association’s 
Decisions. ) ’ 


161. Under some conditions of practice it becomes 
necessary that a practitioner should purchase and dis- 
pense drugs. No such extenuation exists in this case. 


All of which is respectfully submitted. 
J. D. ADAMSON, 
Chairman. 
Moved by Dr. Adamson, seconded by Dr. Gérin-Lajoie, 
that this report be approved. Carried. 


CHAIRMEN OF SPECIAL COMMITTEES ON COUNCIL 


Moved by Dr. Morgan, seconded by Dr. Hall, 
that the Executive Committee be requested to 
consider the advisability of granting seats on 
General Council to the Chairmen of Special 
Committees. Carried. 


Re Conpuct OF UNFINISHED BUSINESS 


Moved by Dr. VanWart, seconded by Dr. White, 
that any unfinished business arising from this 
annual meeting, which should normally go be- 
fore General Council, be referred to the Execu- 
tive Committee for the necessary action. 
Carried. 
APPRECIATION TO LOcAL COMMITTEES 


Moved by Dr. White, seconded by Dr. Lyon, 
that this Council express its hearty appreciation 
to the members of the local Committees for the 
work they have done in arranging for this meet- 
ing, all of which has contributed so materially 
to its success. Carried. 


ADJOURNMENT 


Council adjourned at 5.00 p.m. on Tuesday, June 
20, 1950. 
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Honorary Treasurer and Managing Editor—Dr. E. 8S. 
Mills, Montreal 

Editor—Dr. H. E. MacDermot, Montreal ° 

General Secretary—Dr. T. C. Routley, Toronto 

Assistant Secretary—Dr. A. D. Kelly, Toronto 


DIVISIONAL REPRESENTATIVES ON THE EXECUTIVE \ 
COMMITTEE 
British Columbia—Dr. J. C. Thomas, Vancouver 
Alternate—Dr. 8. A. Wallace, Kamloops 
Alberta—Dr. Harold Orr, Edmonton 
Alternate—Dr. M. A. R. Young, Lamont é 
Saskatchewan—Dr. E. A. McCusker, Regina 
Alternate—Dr. F. C. Heal, Moose Jaw 
Manitoba—Dr. R. W. Richardson, Winnipeg 
Alternate—Dr. D. L. Scott, Winnipeg 
Ontario—Dr. W. V. Johnston, Lucknow 
Dr. E. K. Lyon, Leamington 
Dr. M. C. Harvey, Kitchener : 
Alternate—Dr. C. C. White, Chatham <= 
Quebec—Dr. R. Vance Ward, Westmount ‘ 
Dr. J. R. Lemieux, Quebec 
Dr. W. deM. Scriver, Montreal 
Alternate—Dr. Jean Saucier, Montreal 
New Brunswick—Dr. D. A. Thompson, Bathurst 
Alternate—Dr. G. F. Skinner, Saint John 
Nova Scotia—Dr. A. E. Blackett, New Glasgow 
Alternate—Dr. H. A. Fraser, Bridgewater 
Prince Edward Island—Dr. W. J. P. MacMillan, 
Charlottetown 
Alternate—Dr. J. F. MeNeill, Summerside 
Newfoundland—Dr. John Walsh, Manuels 
Alternate—Dr. Harry Roberts, St. John’s 














CHAIRMEN OF COMMITTEES 


Archives—Dr. H. E. MacDermot, Montreal 

Awards, Scholarships and Lectures—Dr. Duncan Graham, 
Toronto 

Cancer—Dr. William Boyd, Toronto 

Central Program—Dr. F. G. Kergin, Toronto 

Constitution and By-Laws—Dr. R. I. Harris, Toronto 

Credentials and Ethics—Dr. J. D. Adamson, Winnipeg 

Economics—Dr. C. C. White, Chatham 

Editorial Board—Drs. H. E. MacDermot, Montreal 
(Chairman), J. C. Meakins, L. C. Duff, F. 8. Patch, 
Jean Saucier, W. R. Feasby, C. C. White, D. S. 
Lewis, J. S. L. Browne, E. 8. Mills, M. Stalker, 
Yves Prevost, T. C. Routley 

Advisory Committee on Finance—Drs. E. 8. Mills (Chair- 
man), F. 8. Patch, D. S. Lewis, J. G. Howlett 

Executive Sub-Committee on General Practice—Dr. W. 
Victor Johnston, Lucknow 

Hospital Internships—Dr. Harvey Agnew, Toronto 

Income Tax Committee—Drs. E. 8. Mills, D. 8. Lewis, T. 
C. Routley, A. D. Kelly 

Industrial Medicine—Dr. R. B. Robson, Walkerville 

Laboratory Technologists—Dr. W. L. Donohue, Toronto 

Legislation—Dr. E. A. McCusker, Regina 

Maternal Welfare—Dr. A. B. Nash, Victoria 

Medical Education—Dr. G. E. Hobbs, London 

Membership—Dr. A. B. Whytock, Niagara Falls 

Meyers Memorial—Dr. George Boyer, Toronto 

Nursing—Dr. Gilbert Turner, Montreal 

Nutrition—Dr. T. G. H. Drake, Toronto 

Pharmacy—Dr. J. K. W. Ferguson, Toronto 

Postgraduate—Dr. Ray Farquharson, Toronto 

Public Health—Dr. J. 8. Robertson, Halifax 

Public Relations—Dr. W. R. Feasby, Toronto 

Representative at meetings of Association of Canadian 
Medical Colleges—Dr. G. E. Hobbs, London 

Representatives on Committee on Education of Record 
Librarians Association—Dr. J. W. Brennan, Toronto, 
Dr. C. J. Tidmarsh, Montreal 

Representative on Canadian Society of Radiological 
Technicians—Dr. E. H. Petrie, Saint John 

All of which, on behalf of General Council of the 
Canadian Medical Association, is respectfully submitted. 


T. C. ROUTLEY, 
General Secretary. 








